al 


i> MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


? 5518 CERTIFICATE OF DEATH 506 


Reg. Dist. No. 


4 ; DUE TO 
Conditions, if any, which Cn Any te he pas ee 


to immediote 
stating the under: stag 


g_coute lost. e 
Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. eects” 


yes [] NO 


it. 


200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY |Home, farm, 1 20F. (City oF town) (County) (State) 
Hour a. n. While Not while factory, street, office bldg., etc.) 
p.m. 19 fot work (] ot work i 


21. | certify that | attended the deceased from Zin tf, 19S, to Letin, 3/_., 19. SaGthat | last saw the deceased 


alive an es NO -;-- and that death occurred at2-/S APMf from the causes and an the date stated above. 
ADDRESS (Street, city:or town, stote) 


scat 0. LY Arh tales td. SPlsp 


foes WH Fo Ar, eee eae 


renal Seo TE figs 


ae 
a ae 2. USUAL RESIDENCE (Where gceased lived. If institution: Residence before odmission) 
Pd iY Ry MARYLAND 0. STATE b. COUNTY 4 
* 3 1 Af SA MALE TF 
os ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If dutige gorporate limits, write RURAL ond giye nearest town) 
° 
Sy é . 
. > 
2 e 2 1. NAME OF HOSPITAL {lf nat j ital, give street address) » d. STREET ADDRESS. e. tS RESIDENCE 
Ss = * Op INSTITUTION ON_A FARM? 
ao yl 
g 3 2 Pare? —S(] NO 
£5 First Middl f 4, DATE 
a. sah DECEASED ‘ bad Ips OF Monty pal = 
& 23 {Type oF prin) O14 MAL Gadd led ed PO = wb ¥ 
~ So 9. AGE (In yeors IF cm] Oo | we YEARFIF UNDER a ERS. 
5 se lastbirt ier) 
a yn 
or 
2 — a < 10b. KIND OF BUSINESS QR INDUSTRY ]11. BIRTHPLACE (State ar fareign sae . 12. bal ee ‘WHAT COUNTRY? 
2 oof ay ( 
{ee ay fr. 
© 2ev Mh th <2 
foe 3 8 14. MOTHER'S MAIDEN NAME 
© 58S 
<< 3% ? 
8 £er tL hz Ld? f ta ee 2 
= ERs S? ]16. SOCIAL SECURITY NO. |17, INFORMANT Address 7’ 
he as i r 
8 of fa! 7. 2 V4 
eS L. —— 72 oe LAB Chm do VK ddd he aaa gt 
3 Eke 18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), and (c).] U. Fe YinTeRvat Berween 
U £ay PART {, DEATH WAS CAUSED BY: ee ; 
£ 98% IMMEDIATE CAUSE (0 pAS sca ne cB £1 
+ ££ Oo 
oy 2's 
= 
2 8 
3 6 
Ses 
« 
H 
a 
“4 
2 
5 
3 
c 
5 
8 
3 


ital or attending physician. 
MEDICAL CERTIFICATION, 


the registrar prior to burial, cremation, ar removal, g 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re 
may be retained by the ¢ i ici 
page 3 should be detached for use as the burial-transi: 


TO FUNERAL DIRECTOR: 


any Arad TA LINN TAH LD | be ALAOOW OS me 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 5 5 
5519 CERTIFICATE OF DEATH ROP. Yo 0 


he: 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0). {b), ond (c)-] Br) 


rar oarsuassweieay, Multiple lung abscesses 


g 1. PLACE OF DEATH 2 ee eee (Where deceosed lived. Hf institution: Residence before admission) 
= °. : 
Carroll Maryland b COUNTY Baltimore 
ry b. ity or Usiig (He Gia pare limits, write ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) J 
‘ond give nearest town! 
z kesville = E ADA 2 
2 . 2 TIRE a ACU aL ie eaten team Cee a d, STREET ADDRESS fe. IS RESIDENCE 
ope 4 Springfield State Hospital 500 Old North Point Rd ve) NOL 
a ngil1e OS pl or n ° 0) nop 
2 
° 3. NAME OF First Middle lost 4, DATE Month Doy Yeor 
= DECEASED a 7 OF 
3 (Type or print) Edward Merle BACKEL DEATH May 2 19 58 
& 5. SEX 6. COLOR OR RACE 17. MARRIED [NEVER MARRIED [7] |@- DATE OF BIRTH 9. AGE (In veers IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ost bighhtoy| ; 
é male white |wioweeQ ovorceo) | April 27, 1906 oy yes. [Monts] oe. | Mews | es 
8 Wo. Pa talk a bee Botlet coed 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
or working life, even if ret - 
5 Sign painting --- Pennsylvania United S tates 
P 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3. 
: John Backel -- Bates 
@ 15. WAS | Pe eee oF 5. ane Loree 16. Sey . |17, INFORMANT ‘Address Sykesville ) Mae 
oe x; : 2 ry 
a es yrs. - Marine’ unk Records of Springfield State Hospital 
a 
$ 
= 


if Ghy event within 72 hours ofter death. 


521% DUE TO 
Conditions, if ony, which i 
H Qove rise to immediote 
\ I cause {o}, stoting the | UE TO 
lying couse lot. 5 y, Acute pulmonary artery embolism (site of origin unkn.) hours 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. pereceon. 
2. Psychosis with syphilitic meningo-encephalitis ves Ox No 


ate has been signed by the oltending physician and completely filled in by the fun 


ed for use as the burial-transit permit. 


200. ACCIDENT WAS UNDERLYING C1 | 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port {1 of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, M@HHRY MEDICAL EXAMINER) oe 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20f. (City or town) (County) {Stote) 
Hevees. m. While Not wHnies focterpestreet, office bldg., etc.) ! —— 
pum. 19 Jot work [[} of work [[} 


‘ 
21. | certify that |_attended the deceas: from Sept. 1 ht, eiMay To. , 1929. that | lost saw the deceased 
.., and that death occurred of._&20A M, fram the causes ond on the date stated above. 


ital or attending physicion. 
MEDICAL CERTIFICATION: 


ING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death; Page 
Pr this certi’ 


¢ 


alive on_. 


the registrar prior to burial, cremation, or removal, ani 


5 

= =o 3 ADDRESS (Street, city or town, stote) DATE SIGNED 

<56% ACTUAL ; 

xyes SENATOR wo. Springfield State Hospital 5/2/58. 
£62 i] 

go a PHYSICIAN'S 

e232 Naetyes) Gertrude M. Gross, M.D. _pykesvilie Maryland 2 

SS 3 1a 22e. BURIAL, CREMATION, | 22b. DATE THEREOF Me. 1E OF CEMETERY GR CREMATORY Td. LOCATION {City. tow: ‘ounty) (Stote} 

9 >Re REMOYA (Specify) = Fi /; c 

ofo & f Asie EVA Litre fos OM Ts wate Ml Ne —— 

eae 3 bp 


Daa. REC'D BYAEGISTRAR” | 24b, REGISTRAR'S, muy 
fo | ate MAY 5 ‘58 ues 


VS AIS (4 2 
Baws, ALLS. , Kent Lo 


cal 


plecse exe 
shauld be 
ian, 


¢ cre 


the registror priar to buri 


Pag: 


If any delay is necessary, 
in Item 18. Give Poges 1, 2, and 3 to the funeral director. 


icol Examiner's Office along with farm PM3. Page 5 may be retained for your files. 


2 
3 
8 
3 
5 

-) 
2 
5 
° 
2 
a 
£ 
= 
z 
UD 
2 
3 
g 
Fy 
2 
3 
8 
* 
2 
3S 
g 
Ss 
§ 
z 
= 
5 
& 
Z 


the word ‘‘pending’’ in penci' 


m 


TO FUNERAL DIRECTOR: Page 3 shauld be used as a buriat-tronsit permit. 


cute the certificote, w 
forworded ta the C! 


TO DEPUTY MEDICAL E: 
ar removal. 


VS. AISME(5) 
SM 9755 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
EDICAL EXAMINER’S CERTIFICATE OF DEATH ase 5508 


is ree, ‘OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If inslitution: Residence before odmitsion} 


“CUM 2 Rok: mamruano || APP ZE 2 np "PEI AR Ro 


b. CITY OR TOWN ttf ovhide corporote limit, write RURAL ¢. LENGTH OF STAY IN Ib « city OR TOWN (IF auttide corporate limits, write RURAL and give nearest tawn) 
‘ond ae eaten! town} 
idl BO ban pa 
" NAME OF are me INSTITUTION (IF 5 in hospifal, give streat ff oh ‘ADDRESS «1S RESIDENCE 
ves NO Oo 


3 - -" Manth 
(ype or erin VA A Dp [4A 19 a1 


6, O 

3. COLOR OR RACE [7- MARRIED rane ‘MARRIEO [] Te. DATE O ar 9. AGE itn yeor IF UNDER 24 HRS. 
tha Hi Min. 
wivoweo] —_—oworceo 2] SI hie pea | Maas 


OcCcuP PATION | (a4 Lae a haat dane} 10b, KIND OF BUSINESS OR INOUSTRY > LS “ils ar Fareign country} 12. CITIZEN OF oe COUNTRY? 
- 


PENN 4. 


13. FATHER’: $ NAME 14. MOTHER'S MAIDEN NAME 


SAIZA MYERS 


N 
ic res bie U. S$. ARMED Toncest 16. SOCIAL SECURITY NO. 17. Lie a Address 
{Yes no, tie US aes servicn) 

jo _IN/ OAL, [AL k ae SS, oe 


18. CAUSE OF DEATH Bier con = ‘one couse per line for (0), {b). and [e). endid-] INTERVAL RETMEEN 


PART a DEATH WAS CAUSED BY, * r 
IMMEDIATE CAUSE fo) _( - OR CIVARV/ 
/' DUE TO ~ 


Conditions, if any, which 

gave rise to immedi 

{o), stoting the underlying( DUE TO 

cause fost. (ej 
PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. ee eur 


yes) 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II af item 18.) 
PRIMARY Fier co CONTRIBUTING D 


20c. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 1 20f. (Cily or town) {County} (State) 
Hour g. m. While Not wile foctary, street, affice bldg., etc.) j 
p.m. Ww ‘ot work ["] at work () H 


MEDICAL CERTIFICATION 


21. | certify that | taak charge af the remains described abave, held an Autapsy C1. Inspection & Inquiry f. and find that 
death resulted yf bm: Natural causes ie Accident [], Suicide [], Homicide [], Undetermined cause [7]. 


sowat / DATE SIGNED 
SIGNATURI Yh ee MD. CHIEF MEDICAL EXAMINER o 


: ee r ASSISTANT MEDICAL EXAMINER [1] i) Vex 


NAME (type) AW / 7H Ex DEPUTY MEDICAL EXAMINERS 


Zc. BURIAL, CREMATION, |22b. DAFE THEREOF aie ‘OF CEMETERY OR CREMATORY a LOCATION (City, town, or county) (State) 
vy pecity} p i 
LA AP DLs Q 
‘aie ye REC'D @ REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
- Y 
& WE: Tena Yow che 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5520 CERTIFICATE OF DEATH 05509 


Reg. Dist. No. 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture af injury in Part | ar Port Il af item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, } 20f. (City ar town) (County) (Stote) 
Hour a. n. While Not while foctory, street, office bldg., etc.) § 
p.m. fat work [J ot work [J ti 


21.1 certify that | attended the deceased from________=""==_.... cle ee tL oe Bos , 19S. that | last saw the deceased 
alive on. 1A Y 8, ria and that death occurred at Ly /Sp. . from the causes and on the date stated above. 


< ve 
ee es 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
s ¢ a. COUNTY 9. STATE 
- -_ ; Carroll manviano |] °"" Maryland CONTE erred 
£ . b. CITY OR TOWN (IF outside carporate limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN {IF outside corporote limits, write RURAL and give nearest town) 
g so RURAL ond give nearest tawn) | 
Fy A 
bats 1ral-Mt, Air days x Taylorsville 
= 2 3 d. NAME yeaa la (If not in haspitol. give street address) d. STREET ADDRESS e. Gr ee 
=" + : 
2 BS ome at Taylorsville (R.D. 6 Westminster YES NOE] 
3 
2: 5 3. NAME OF First Middle low 4. DATE Menth Doy Year 
a 35 Ciype or prio CHARLES Ze BARNES DEATH May 9, ~_—19 58 
re $. SEX 6, COLOR OR RACE | 7. maRRieD [] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
tee ZL hit i oO pivorceo J 12 1881 Ce Months] Days Min. 
2, r= OWE! - ~~ yes. 
fo. ane ma white 
2 & & 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 88 if during most af warking life, even if retired) : e 
S gic retired-farming farming Maryland U.S. 
3 : g N 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 $8 Thomas A. Barnes Julia Ann Ingles 
= = é es WAS peers EVER WY U.S. sia tet of 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a fe, 10, oF unknown) {UE yes, give wor or dotes of service) 3 
gt no ic? E.A. H. Barnes, Same 
is Hy 18. CAUSE OF DEATH [Enter only one cave per Jige for (0). (b), ond (¢).] INTERVAL BETWEEN 
2G i . » 
B 5 FOU Oe TT SAE Cate fo er fog lee of(c Cards varcee Rr i 
£é DUE TO Di Sease yedrs 
= Conditions, if any, which 
Y 0) 
z gove rise ta immediate 
S cause (a), stating the under, ( PUETO 
2 lying couse last. td 
3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ta) } 19. Bains de 
a 
3 ves(] not) 
£ 
@ 
= 


| or attending physician. 
MEDICAL CERTIFICATION 


& 
@ 
s 
: 
5 
Da 
© 
- 
gs 
28 
2 

= 5 


¥ 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 haurs ofter d: 


TO HOSPITAL OR ATTENRING PHYSICIAN: The law requires that the death certi 


. 
os 8 3 “Te (Street, city of qj stote) DATE SIGNED 
fl 4, P) is 

383 site LAE Cbd un _mbthiey id, S/ARR. 
£az ; 

RARE 0 CU i EAC 7 Ye 
Po 4 Ra. poe eS 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, tawn, or county) {(Stote) 

— i < : 

pes BORE =12-1958| Taylorsville Varroll Co., Md. 

2) 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS s 2d4a. REC'D SY REGISTRAR ‘2ab. REGISTRAR'S SIGNATURE 

ygaisya C. M. Waltz, Winfield, Md. wes Ca? 7) 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5521 CERTIFICATE OF DEATH ee oa 


im gy vhs hae (Where deceased lived. if institution: Residence before odmission} 
°. 


$= oO 
face, ™% 11. PLACE OF DEATH 
3 . COUNTY 

2 { Mil? 


a 
= 
D> 
o 
2 ( } Carroll MARYLAND Maryland » Um brroll 
= fe b. CITY OR TOWN (if outside corporate limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 RURAL ond give neorest town) fe ; 
» Rural-Finksburg 75 yrs ||% Rural--Finksburg _ 
7 d. Bae ae eal (If not in hospitol, give street address) d. STREET ADDRESS e. Pee cin 
eS anh Hale Nursing Home Louisville Fe C1 No fy 
5 3. NAME OF First Middle Lost 4. DATE Month Oay Year 
- DECEASED ‘ OF 
6 {Type oF print) LLOYD Ge BARNES DEATH MAY 29 1958 
e 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [) |8. OATE OF BIRTH 9. AGE {in yeor IF UNDER 1 YEAR| IF UNDER 24 HRS. 
saat in. 
male white  |woowe gy Divorced [[] 5-10-1866 93 et M 


12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
retired carpenter eneral Penna. U.S.A6 
14. MOTHER'S MAIDEN NAME 


13, FATHER'S NAME 
Cordelia ?? 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stole or foreign country) 


William H, Barnes 


1$. WAS DECEASED EVER IN U. S$. ARMED FORCES? (16. SOCIAL SECURITY NO. |17. INFORMANT Address 
14. 00, er unknown} {I yes, give wor or dates of service! 
ho | "===. none Chas, B, Barnes, Same 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond {c).] 


PART |. DEATH WAS CAUSED 8Y: 
i “ IMMEDIATE CAUSE {o). 


“ar DUE TO 


Cc INTERVAL BETWEEN. 
ONSET AND DEATH 


Then please remove corbon papers. 
event within 72 hours ofter death. 


Conditions, if ony, which 
gove rise to immediote 
couse (0), stoting the under- — 


icate hos been signed by the attending physician and completely filled in by the fu 


ING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours ofler di 


= lying couse lost. G At i 
fe A Part tl, OTHER ee TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}|19. WAS a 
=. , |e 4 PERESRMED? 
36 te) resf] no 
55 = } 200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Port Il of item 18) 
ee & | OR CONTRIBUTING E) CAUSE OF DEATH jze 
£6 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3s &S ]20c. TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED Oe. PLACE OF INJURY (Home, 208. (City or town) (County) (Stote) 
go ray Hour om. ale While. Not while foctory, street, office bldg... 
ite | z pm 19 Jot work [J] ot work [7] _—— 
So x 7 
a & = wa nt AO Sie, oe 7 S-¥9_6__.,that | last sow the deceased 
Zee 33 6 15Pm, ffom the causes and on the date stateg-abave. 
3 ze Bo F Fe TE SIGNED 
to . Zp 2 ~' 
a3e33 m0. dol O haan Léa dvegne LHL LI Oe 
= a. 
ain ae , 
<eg709 } ; 
Hez2i N 0S Le 0. wy Me 
Fare ieee a a Os a a ee ee F eeNe=e he ae 
PA 3 2 + of No. Bui fay ere ‘22b. DATE THEREOF ‘ic. MAME GF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote} 
> > > Decil 
alae: U ” | 6-1-1958 | MtYPleasant Gamber, Maryland 
on 2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do, REC'D BY AESISTRAR im Gane R's SionsTul 
Vs A¥S i Cc. M. Waltz, Winfield, Md. vare JUN aban 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 
50Le CERTIFICATE OF DEATH 


til 


551k 


Reg. Dist. No. 


ce 
3 ¥ 1, PLACE OF DEATH 2 a RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a mw) LS. cerroli marae | Maryland SON 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN nr aide corporate limits, write RURAL ond give nearest town) v 
RURAL ond give ¢ pts town) 
Rural - Sykesville yrs. 7mos.2O0days Baltimore Cit _ 
= dd. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 


jf oR (NSTIEOHON . ON A FARM? 
7809 Oak Avenue vesl] No 
3. eo First Middle Lost 4. eke Month Doy Year 
(Type or print) Walter Robert BRAZIER DEATH te Uy} we 


$. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] |@. DATE OF BIRTH 9. AGE (In years 
Ja Ma 1% 878 lost birthday) 
Lz male white WIDOWED pivorceo | May i To ya. ~ 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


Plumber Plumbin Baltimore, M arylar 


12. CITIZEN OF WHAT COUNTRY? 
United States 


te be executed within 24 hours after death: Page 4 


Then please remave carban papers. Pages } and 2 shauld b 
ino 


¢ 
Es 
© 
2s 
> 
FF 
= 
2. 
2 
= 
s 
s 
a 
E 
8 
Ba 
Sas 13. FATHER'S NAME TW La 14, MOTHER'S MAIDEN N 
c = a 
5 o°6 3 
6 Ber Jit4 MEAL Lcraseeae Lh 
=& $53 1S, WAS DECEASED EVER IN U. S- ARMED FORCES? |16. SOCIAL SECURITY iD. 17. INFORMANT 
= Ges (Yes, 90, oF unknown) {it ye0, give wor or d 
s iw nN, va' 3 nf Onrntne? 
Re is no ge unknown (] hecores OL oprings 
z« £ pe 
8 = = 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c}-} aes 
vo 244 PART 1, DEATH WAS CAUSED BY: A eae ee 
8 0S ie IMMEDIATE CAUSE (0) ay 
sk Sieye 1.0 not pur to 
> a 7 ry : 
= 22> Conditions, if ony, which wp Arteriosclerotic heart di 
s QBEs gove rise to immediote 
= 5S couse (0), stoting the under ( PUETO a at anita 
miesrc= eS lying couse lost. @enerat. 1 ari anerd ac 
¥ oc € o Se ae 
Zz 
38 3 2 3 3| on a if a eres are aes, 72 a finer ese THE TERMINAL ae item, ee pets 19, WAS AUTOBSY 
£8858 S| nutrition, with's brain‘ diseas e, with t ction ysQ) No@ 
Fo luss = 200. ACCIDENT WAS UNDERLYING []_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
|; tow & [OR CONTRIBUTING L) CAUSE OF DEATH 
azeees & | (IF EFTHER-NOTIFY MEDICAL EXAMINER) | === GP) 
wos. e z 
So5ss & |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, | 20f. (City or town) (County) (Store) 
S52 es 5 Hour “arr ais = Senate factory, sireet, office Bldg., etc.) | sort, 
E32. 5 z p.m. sor) ot wat oO H 
© & 
as ©.,that | last saw the deceased 
eo. re $5 PM, fram the causes and on the date stated above. 
#2632 ADDRESS (Street, city or town, state) DATE SIGNED 
4 ae ou. 2 5 © ie 
2885 mo. 3 ae Re 2128. 
Scie © / 
Zoo 88 PHYSICIAN'S 
ee =} £5 NAME (Type) 7“ no ates aS Se ee eee Re 
SEO > 22q Gann} REMATION, | 22b. DATE THEREOF AME OF CEMETERY OR Tee 72d. LOCATION City, tows, 2am county) ar fe) 
258 85 Rpm ES yO SES 
ofoes Le re: LAE UALR 
- ~ 


UNERAL DIRECTORY GNATYAE/ DRESS 2da. REC" AY REGISTRAR ‘Tab REGISTRARS SIGNATURE 
VS AIS (4) ,, Z RG Va 2 or Y 12°58 ened 
VSM 10/57 aul K (e) L, DATE ® 
x 77 . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5523 CERTIFICATE OF DEATH 15512 


Reg. Dist. we 


J 


food ¢ 
ms 7 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If insltution: Residence before admision) 
8 °. 8. b. COUNTY 
ae re MARYLAND aryland 
I 4 parroll a 
x B. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporate limits, write RURAL ond give nearest town) / 
352 RURAL and give nearest town) 2 alt , 
> $2 | 90 days Baltimore Vo/-¥ 
‘ = Henry von ih 
2 = 3 d. NAME wo. (If not in hospital, give street oddress) d. STREET ADDRESS e. BES Bae 
co] sags tial C= ‘OR INSTI 2022 A 
2 3S = State Hospital Rayner Avenue vs C] NOR) 
Se _ 
2 £6 3. NAME OF Middle Lost 4. DATE Month Do: Yeor 
2 DECEASED 19 58 
& es 
ee {Type or print) Isaac Ae Brown 19 
eee 
cet gates 5. SEX 6. COLOR OR RACE |7. MARRIED SE) NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In years d UNDER | YEAR] IF UNDER 24 HRS. 
= $e We oo Months] Doys | Hours it 
See Male Negro |wioown 1) DIVORCED [J March 29, 1916 
2 €8c 10a. USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State ar foreign J he 12. CITIZEN OF WHAT COUNTRY? 
” 
3 Kee during mast of working life, even if retired) 
bo Ue I Attendant Parking Lot Calvert Co., Maryland Ue Se Ae 
° 
= La] 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
S ete 
2 S8s 
B See Samuel Brown Lula Brown 
aera 1s, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO, |17. INFORMANT ‘Address 
= €e2 as, #0, ar untnewn) Ds ew wehor ste at rere 
5 os Is: Ae 8B: - Patient 
S ots No None aac Ae Brown a 
2« £2 
> USE 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b). and (c)-] INTERVAL BETWEEN 
3 2a PART |. DEATH WAS CAUSED BY. habeesth app ood 
g °s IMMEDIATE CAUSE (o}_ Cardiovascular insufficiency 
oes ove1o Moderately advanced pulmonary tuberculosis 
2 32 gov rus te innediow| 9, ¢-aad branchial asthma. 
1 i 
Aste teehee couse (0), stoting the under. ( OVE TO aii 
Team t last. 8 
Hy = ying couse las @. are 
[a Nerd alying covselog:) Hemip 
223 & rs Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} ]19. Ncreaheeee 
23af 2 
pags is vs] NOD) 
Fe ot 3 & ales au Ma hoe toes 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il of item 1B.) 
Rite a & CONTRIBUTING -AUSE OF DEATH 
z 3 mote © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
252e % 
g 656 & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, en Te {City or town) (County) {State} 
Fste g Heer? oe While. Not while foctory, street, office bldg., etc 
zee i 2 p.m. 19 Jot work [[] of work 
= Oo 


21. | certify that | attended the deceased fram_August 2, 19.57, = lays 19.38 that | last saw the deceased 
alive ties 4 PSPS ¢-) Le an and that death accurred at 5800P em, fram the causes and an the date stated abave. 
ef. 


ADDRESS (Street, city or town, state} DATE SIGNED 
wn %. Vlaceny tae ~> 
pte swe wee enn enee. 


~ 


page 3 should be detached 


enryton, Maryland 
SUN po Rapare M, Maculans, Supt. _Henryton State 


70. BURIAL, CREMATION, | 22. DATE THEREOF 7c NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) {Stote) 
eo ae 
EMO eS= atomy Bo Aa E ryiand/ 
23. FUNERAL ewan SIGNATURE is RESS 2do. REC'D BY oss tb, RE ston iS SIGNATURE 
VS A15 (4) Lb2 NG AY 2 2 oy 
SM 10/57 \ ut patel 


the registror priar to burial, cremotian, or remaval, ond in any event wi 


may be retained by the 
TO FUNERAL DIRECTOR: 


TO HOSPITAL OR ATTEN! 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5524 CERTIFICATE OF DEATH a SN a, 


J. FATHER'S NAME, B Va. Ah MAIDEN NAME 


= y 
a 3 if PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before a 
Dusk: °. . Ep 9.8) b. cn 
5 tl G A CLL- MARYLAND ARR L 
cm b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib N ¢. CITY OR TOWN (IF outside corporote limits, write aaa ‘ond give nearest = 
8 92 RURAL ond give neo ‘fp go 37 24 
= cB RIVAL A L7/4STE TS 
& #8 d. NAME OF HOSPITAL (IFnot in hospital, give street addhess) > d. STREET ADDRESS #15 RESIDENCE 
= £ = 
5 =e OR INSTITUTION ‘A FARM? 
Se: ‘PD 4 RE 4 cei 
5 
8 ce 
£6 3. NAME OF First re Lost 4 "DATE Month Y 
S Se DECEASED : pots a, * OF in me Por ay ae 
8 23 {Type or print) Al A >. +} DEATH ees {1 19 & y 
¢ L 
h ’ 6. COLOR OR RACE | 7. TAREE Irfy ‘MARRIED [7] | 8. DATE OF BIRTH One Bes te west IF UNDER 24 HRS. 
= ntl Min. 
ES winowen [g. —vtvorceD [] 5 ne } Z 7 fl fae Sod Sl leat 
2 << -__ ] 100. USUAL OCCUPATION (Give kind of work done] !0b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign pare 12. CITIZEN OF WHAT COUNTRY? 
3 3 during most of working life, even if retired) 
; I Mio i 
° 
2 
3 
° 
8 


VAR GARRET lage tie TR 


1 WAS DECEASED EVER M G85 Lt Be Salat 16, SOCIAL SECURITY NO. ]17. INFORMANT 
Yen, rogor ") If yes, give wor or dotas of servica) ja 
Hic lead Sa: aa, o6 


Then please remave corban papers. 


in any event within 72 hours of 


[ [18 CAUSE OF DEATH [Enter only one covse per line for (0), (b). ond ar ‘ INTERVAL BPEVTEEN 
PART |, DEATH WAS CAUSED BY; 4 ONSE} AN@IDEATH 
| AAAA Ay“ a, OB 


y DUE TO 


- 
Conditions, if ony, which (o) 
gove rise 10 immediote 


cotse (0), stoting the yader- DUE TO e 


lying coure lost. 


SICIAN: The law requires that the death ce 
this certificate has been signed by the attending physicion and campletely 


€ 
& 
Sas . 
BS5s 3 Paxt fl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. MASALID RS! 
> ee - 
S5RS s ves [J] NO 
Pee = [ 200. ACCIDENT WAS UNDERLYING C1 | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { of Port I of item 18.) 
PS ie & | OR CONTRIBUTING C1 CAUSE OF DEATH 
E225 fv] i EITHER, NOTIFY MEDICAL EXAMINER) 
3 385 & [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. he OF INJURY (Home, farm, te (City or town) (County) (Stote) 
= 5.283 6 Hour a.m, While Not while factory, street, office bldg., etc.) 
zeE75 g p.m. jot work [] of work] 
© fed = == 
2 @: 21. | certify that | attended the deceased fram._. df... 1h 6.,that | last saw the deceased 
ae & $3 i m the causes and an the date stated abave. 
[eg = O35 E(Siree!, city or town, stote) DATE SIGNED 
<BG0= Be Are. ¥ é 
expend aan anno dn, 
Ofaza 
284385 PHYSICIAN'S \ 
Zeges NAME (Type) ed 8 Awww AY, 
a FO yyaIyIyIyIyIIyxyxyeeeeeeeeeeeeeeeeeeeoaoaaEeaeEeyEeyEeyEeyEeyeyeEeeeee—eee—eeeeeee—e—eeeeSeee——— Eee 
% s 2 28 re ioe CREMATION, 2b. ay vy ne NAME OF CEMETERY OR CREMATORY 7) 22d. LOCATION (City, town, of county) (Stote) 
a be = : a Ls 
ofp kt WESTMINSTER EAM WES E r. 
-_— Qo, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATUR! 
Vs A15 (4 y : ; ~f 
Yves) \ YUURAL DATE pany 45 '59 @ire: pArtetA 


1 7 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5525 _ CERTIFICATE OF DEATH rep om (DOLE 


OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ee eee 
20e. TIME OF INJURY Month, Dey, Yeor |70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120F. (City or town) {County} (Stote} 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 lot work (J of work [J t 


21. | certify thot | attended the deceased from.______ 1O= 202 19.54 t0___2° ees Ss . 1% O thot | tast/saw the deceased 


olive on____5* a a et --;- and that death accurred at.8220_AM, fram the couses and an the date stoted above. 
ADORESS (Street, city of town, stote) DATE SIGNED 


MEDICAL CERTIFICATION, 


” . 
& 3 ; 1, PLACE oF DEATH z Guat RESIDENCE (Where deceased lived. If institution: Residence before admission} 
é 0. COUN’ Garr oll MARYLAND o. ™ Marylend b. COUNTY City 
24 q b. CITY OR eas (If outside corporote limits, write}. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give necrest town) 
3 RURAL ond rs cary town) ¥ 
352 Sykes nS ykmi5 dil Baltimore Zo Ot oe 
2 ‘2 i d. NAME Sates HOSPITAL = not in hospital, give street oddress) d. STREET ADDRESS e. 1S Geo De a 
Sate 5 
eee Sp eeeeus State Hospital min ves] Nod) 
5 
2e3 5 3. NAME OF First Middle Lost 4. DATE ee Pe Yeor 8 
a 2 iieaioclpaei Margaret Shay Campbell | Sim 19 i 
See 
=> Go 5. SEX 6 ee OR RACE |7. MARRIED] NEVER MARRIED [1] | 8: DATE OF BIRTH 9. AGE (In yeors [FUNDER t YEAR] IF UNDER 24 HRS, 
ee 3 th = 92 birthday) Days | Hours] Min 
5 WIDOWED Divorced [] = ay 
= e & 10e, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF,BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g Ms Py during most of working life, even if retired) M U Nn 
Boze housewife y Pik. Maryland Se As 
g o8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

§ 5 

° 
B Be Patrick Sha Emma Sliger 
is 8 We WAS. poe pea IN U.S. pes FOReese 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
4 a ¥ fas, m0. oF unknown), It yes. eve wor or dates of rervice} ¥ 
B of Springfield Hospital Records 
PS 
3 " g { 16. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (c).] MAGE AT RETEEEN 
a) =a PART I, DEATH WAS CAUSED BY: 
2 85 Mes este PHypertensive cardiovascular disease 
a Ss ¢ DUE TO 
=£ 5 Genailieaeat ony wah qrcerebral hemorrhage 
¢ 3 gove rise to imm 
3. & couse (o}, stoting the under. ( DUE TO 
Tew lying couse lost. {e) 
£é¢ yinighecuse: lst. 

3 ER, IC, IN: DEA 1 AL RT I 19. WAS AUTOPSY 
Ry Psychidsts wren meee ere: aoe ROT EF SHINAI aE ITE SEMEL BART H10)]19. WAS AUTOR: 
2as aaa amity yes] nok] 
e e eo. ACCIDENT WAS, UNDERLYING o Sand HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
=o 

g 

3 

: 

-£ 

z 


ital ar attending physicion. 


¢ 


TO FUNERAL DIRECTOR 


PHYSICIAN'S 
NAME (Type) Ermund Lusthaus M.D. ns ie Syke 


poge 3 should be detacied far use os the burial-transit permit. 
the registrar prior ta burial, crematian, ar remavol, and in any event within 72 hours after death, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be retained by th 


220. BURIAL, Titec 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
ret eer i) : 
6-58 Schwartz Cemete B,ltimore 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS ANS (4) s . 
Pee William Cook, Inc., 1217 St.Paul Street DATE a ‘S 


IAT LAL 


Pages | and 2 shauld 


Then please remave carbon papers. 


F this certificate has been signed by the attending physician and completely filled in by the fun 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs ofter deoth. 


pital or attending physician. 


Lt 


TO FUNERAL DIRECTOR 
page 3 shauld be detact¥ed far use os the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after 
may be retained by th 


VS A15 (4) 
15M 10/57 


death: Page 4 
" 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


5526 


1, PLACE OF DEATH 
co. COUNTY Carroll 


b. CITY OR TOWN {IF outside corporote limits, write 


MARYLAND 
c. LENGTH OF STAY IN Ib 


enon QO515 


2. Res tel eae (Where deceased lived. tf institution: Residence before admission} 
Maryland » COUNT’ Washington 281 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) 
Sykesville Tmths9 days Hagerstown Mee 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. 15 RESIDENCE 
. ee TION, ON_A FARM? 
‘ield State Hospital. Rt. 1 vs ] No 
3. bles = First Middle last 4. (obs Manth Day Yeor 
{Type or print) Stewart Rosenberger Carpenter] dam May 30 15 58 
5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (i yeon If UNDER 1 YEAR] IF UNDER 24 HRS. 
" i 
Male ite wipowep[] —_—sbivorced [] Unknown Tek as a 


100. USUAL OCCUPATION {Give kind of work done! 


F pa mast of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (State ar fareign cauntry) 


West Virginia 


12. CITIZEN OF WHAT COUNTRY? 


USA. 


13. FATHER'S NAME 


Joseph Carpemter 


14, MOTHER'S MAIDEN NAME 


dane ? 


15. WAS DECEASED EVER IN U. S. ARMED ee 16. SOCIAL SECURITY NO. 


{Yeu no. oF unknown) (yes, geve wor or dates of 


Own, 


17, INFORMANT 


Hospital records 


Address 


18. CAUSE OF DEATH [Enter only one couse per line for {a}, (b). ond (c).] 
PART 1. _— WAS CAUSED BY: 


1.5 

Conditions, if ony, which 

gove rise to immediote 

couse {0}, stoting the under { DUE TO 
lying couse lost. {c). 


MEDIATE CAUSE (o)__ Br omchopneumonia 
soe 
Arteriosclerotic cardiovascular disease 


INTERVAL BETWEEN 
ONSET AND DEATH 


days 
years 


21. ay that | attended the deceased fram _10=21= 


alive an__ 


PHYSICIAN'S. 
NAME (Type) 


C+ 38 
oom pecify G3 oe 


23. FUNERAL DIRECTOR'S SIGNATURE 


é Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIQN GIVEN ij sue Yo) |19. WAS AUTOPSY 

Zl -B.S eassoewi thcirculatory disturbance cerebral arteriosclerosis wit eS 

Y lpaxcho on = 

= [200 CIDENT WAS, UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 18.) 

& JOR “CONTRIBUTING [1 CAUSE OF DEATH 

U PUIF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Dey, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F, (City oF town) {County} (State} 
ze Heer i ‘1 factory, street, office bldg. etc.} 

8 om, While Not while 

= p.m. 19 lot work [) of work H 


6 19.58. that | last saw the deceased 


ta__.2m -. 


[ees ;-- and that death accurred atllelOAy, fram the causes and an the date stated abave. 
DATE SIGNED 


ADORESS (Street, city or town, state) 


ospi 


ar LOCATION (Ci {Stote) 


2de. iy et 


DATE 


town, or county) 


adie 'S SIGNATURE 
A RBIILN 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5527 CERTIFICATE OF DEATH Pe ay i) 


— 


i) 


~ ce 

& 33 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

€ £3( W ° COUNTY Carroll marvano || ° TE Maryland b. COTY Balto. City 

& b. CITY OR TOWN {If outside corporole limils, write | ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 

i RURAL wie” town) 6s 

2. Sz Sykesville 3 mos. 29days Baltimore y 

2 2 £ d. REG peal {IF not in hospitol, give street oddress} d. STREET ADDRESS e. pe 8 

5 £5 

2 aS Springfield State Hospitel 1506 Lochwood Rd. ee) Noy 

= a 5 3. NAME OF First Middle Lost 4. DaTE ‘Month Doy Yeor 

& 33 {Type oF print) Josephine Jakubowski CIUPINSKI ban May 33; 1958 

= >o 5. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. OATE OF BIRTH 9 AGE (ier UNE UYEAR|IF UNDER 24 HRS. 

= 2 | O He 

eee Female White |wiooweox} —ovorceo] | December 25, 187 1 Ea Sa | a Pea 

= = a2 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

g 82 gp mon ee pine life, even if retired) Poland Unkn 

& Dew = own 

3 2 [ao 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

een ea I Casmer Jakubowski Mary Joworski 

8 Bs 

= £48 1, WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT ‘Address 

= 4 fon. 00; ooh} (Rt yas, give oer or verve 

8 of No - - Springfield Hospital Records 

2 £8 

8 te i - 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] INTERVAL BETWEEN 

2 E85 PART |. DEATH WAS CAUSED BY: ti ONS USI 

2 ose ny, 2, IMMEDIATE CAUSE (0) Septicemia 

Pe ieee D DUE TO 

6 & 

= 32> Conditions, if ony, which w__Decubitus ulcers 

s 3ES gove rise to immediote 

5 s8s couse (0), stoting the under- ( OUETO 

ic a =? lying couse lost. te) 

Sb cie SHUBISS Wie eis) 

z ey + iy a 3 Past Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT Oe th TO TH hohe: DISEASE icon. GIVEN IN PART 1{0)/19. WAS AUTOPSY 

Soe oO Je} C.B.S.assoc.with senile brain disease wit psychotic reaction. WED) NODE 

eee 2 

Fo 5S = [200. ACCIDENT WAS UNDERLYING []_ 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

Qe = 

ZSSoue & | OR CONTRIBUTING L] CAUSE OF DEATH 

a 52= coy U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z ic) $ $s & |20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, | 20F. (City or town) (County) {Stote) 

Fa ee Red 8 Hour a. m. > [While Notiwhile foctory, street, office bldg., etc.) | 

355 = p.m. L lot work [] ot work [J q 

Soe ° 21. | certify that | attended the deceased from January 1 2., 19.29_, ta. May 13, 1922 _,that | last saw the deceased 

owe: i 8 15P 

$ - 3 alive on. May 13, ___ 5s Ne ail Eee and that death occurred ot_3205P m, from the causes and on the date stated abave. 

ee O85 ; ADORESS (Street, city or town, stote) DATE SIGNED 

450 ye ACTUAL i 

sigs: | [sith wo, Springfield state Hospital _ 5/13/58 __ 
fone 

2 OLB PHYSICIAN'S 

Rezee NAME (Tyee)__ Edmund _ Lusthaus, M.D, Sykesville, Maryland, 

= SS SSS SSS SSS seen ese 

BEBO ‘220. BURIAL, CREWHAHON, | 22b. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) Stor 

° eo? z a doll 4 . p 5 ) (Stote} 

ate ae Glossniaall S-6-SF | foly Kosar Garret. 

- 


23. FUNERAL DIRECTOR'S NATURE. ADDRESS 2da. REC'D BY REGISTRAR b f GI TR: ARS le, ‘URE 
vs A15 (4) > tena ef t N% Rio ge Neer zr. loa QHbY 19 BB S ‘ 
(a eo VY 


AA 
V 


15M 10/57 \ 
\ 


Page 4 


6 


Pages | and 2 should 


that the deoth certificote be executed within 24 haurs after deat 
Then please remove carbon papers. 


quires 
ate has been signed by the attending physician and completely filled in by the fun 


| or attending physician. 
|, crematian, ar removal, and in any event within 72 haurs after death. 


for use as the burial-transit permit. 


may be retained by the, 
the registrar prior to burio!, 


TO FUNERAL DIRECTOR: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re 
® 
page 3 should be det 


VS A15 (4) 
15M 10/57 


4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5528 


CERTIFICATE OF DEATH 


res. ow. POOL? 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


©. ST, b. COUNTY 


“Maryland City 
¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
Baltimore 31, Md. 


d. STREET ADDRESS. 


307 S. Castle Street 


ay 


‘7 eis Se A dell 
°. 
Carroll cal ier d 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib | 
RURAL ond give nearest town} 
Sykesville 1m 12 days 
i d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 
St Springfield State Hospital 
3. wee nas First Middle 
{Type or print) Thomas Edward 


‘4. DATE 


Lost 
OF 
DEATH 


Davis 


iS th 


5. SEX © COLOR OR RACE |7. mARRIED [] NEVER MARRIED [] 
Male White —|wiowenfh _vivorceo 


8. DATE OF BIRTH 


12-29-76 


i In years. 
¥ factumnder) 
Re i, 


10a. USUAL OCCUPATION (Give kind of work done! 
during most of working life, even if retired) 


Laborer 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 
Rairoad construrti 


12. CITIZEN OF WHAT COUNTRY? 


Virginia U.S.A. 


I YP FATHER'S NAME 


Moses Davis 


15. WAS DECEASED EVER IN U, S$. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yer, 90, oF unknown), {tt yes, give wor or dates of rervice) 
unkn 


unkn 


17. INFORMANT 


Springfield State Hospital Records 


14, MOTHER'S MAIDEN NAME 


Arnie Winkop 


Address 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), and (c).] 


PART I. DEATH WAS CAUSED BY: Bronchopneur nonia 
4 FLX 


wArteriosclerotic cardiovascular disease 


INTERVAL BETWEEN 


oe AND DEATH 


gove tise to immediote 
couse (0), stoting the under: 


Conditions, if ony, which 
lying couse lost. 


Pat 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) 19. RREGN ae: 
ves] No 


Chr,brain syndr. assoc. with cerebr. arterioscler. with psych. reacti 


200. ACCIDENT WAS_UNDERLYING (1 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour o. m. While Not while. 
p.m. 19 Jot work [] ot work [J 


21. | certify that | attended the deceased from. 
28 12 


olive on____... 27 S67, =--,-, and that death occurred ot 
ACTUAL bake "A J, A XM. a : 
SIGNATUR' 


/ PHYSICIAN'S 
NAME (Tyeel_mEGmund Lusthaus M.D. _=ss—s_— Sykes 


‘2c. NAME OF CEMETERY OR CREMATORY 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 
REMOVAL (Specify) 
A MM 6 


92 Mi arm 


20e. PLACE OF INJURY (Home, form, | 20F, (City or town) 
foctory, street, office bldg., etc.) u 


(County) {Stole} 


Rothe : 2am 1929 that ! last saw the deceased 
Am, 


ADDRESS (Sireet, city or town, state) 


fram the causes and an the date stated cbove. 
DATE SIGNED 


(tote) 


ADDRESS 


403 S. Wolfe 


23. FUNERAL DIRECTOR'S SIGNATURE 


Lilly & Zeiler Inc. 


24a. REC'D BY REGISTRAR 
Street pare MAY 26 '58|_ (Q 


‘ab. raat ti a SIGNATURI 


Re 


BEY 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


05518 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
( 
o. COUNTY oll henvianie °. Bibs hand b. COUNTY City 
£ b, CITY OR TOWN {If oulside corporote limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
3 bg RURAL ond give nearest town) mes ‘ 
ee Sykesville m 12 days Baltimore 18,Md. v 
2 4} 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e, IS RESIDENCE 
oc =-4 OR INSTITUTION F ON A FARM? 
cope Springfield S Hospital 3L01 N. Charles Street ves) no (f 
o es q 
£ = 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
- DECEASED OF 
a 2; type or pin Bessie Lackey Delgar DEATH 3.1958 
2 Seo) $, SEX 6. COLOR OR RACE 17. Married [] NEVER MARRIED ["] |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
5 '* birthdoy) [Months] Doys | Hours] Min. 
es F W winowen [K _oivorceo [J 32h 1877 : 
= ¢€8. 10. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 2 : 1 ° 
3 3¢ Fd doring most of working life, even if retired) 
B ves ing Room Manager Maryland U.S.A 
a ° a s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
28 es James B, Luckey Mary Lytle 
= S 3 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= GEL Wes. no, oF unkagwn) {Ht yes, give wor oF dates ef service) 
& pis __ he x unin Springfield State Hospital Records 
ree 
> 28 & 18. CAUSE OF DEATH [Enter only one couse per line for (o}. (b). ond {cl-] INTERVAL BETWEEN 
see PARTI. DEATH was caustD ay: Arteriosclerotic cardiovasculer disease foe ea 
e Tesh "IMMEDIATE CAUSE (0)_ rioscierotic ca: oO years 
= ££ EN DUE TO 
Oy ae 
= Bee Conditions, if ony, which Generalized arteriosclerosis ars 
CS 8 Eo gove rise to immediose 
= S85 couse {o), stoting the under. ( DUETO 
= § ne aed lying couse lost. (¢ 
a glvitg Relies lest. 
3 oe 5 2 Zz Pant fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)/ 19. WAS AUTOPSY 
SF a =o Q 2 PT Beer que: we "q ERFORMED? 
CESSES %1C.B.S. assoc. with cerebral arterfoscleris with psychereaction Yes C] NOE 
2 c22 y 
Fov3 5 = } 200. ACCIDENT WAS_UNDERLYING []__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
ees & | OR CONTRIBUTING () CAUSE OF DEATH 
qe ng £0 © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Stsss 3s 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote) 
= 5.29% z Char’ a While Not while foctory, street, office bldg., etc.) } 
EsE7E = p.m. lot work [] of work [J ' 
Os .8S 
So: 
Z 23 
Ble 83 
EOS o 
<200. ACTUAL 
ape ss SIGNATUR 
e5ege 
#og82 NAME (typ) __ Sykesville, Mde__ 
& 3 oo o ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) ‘Stote} 
O532¢ FEMOVAL (Specify) Ager) 
e292 
ae BURIAL g id Ridge Ce Bp i 
Baa = 6-50 D qd Ridge metery Pikes g Ma 
es 23. FUNERAL DIRECTOR'S SIGNATURE 2a. REGISTRAR'S SIGNATIRE 
VS A15 (4) 5 F . 
15m 10/57 William Cook-Towson DATEMAY 6 "58 | A ARPA 2 is 


ING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


. : 


spital ar attending physiciar 


* 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 hours ofter death. 


1 a MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 oe: 
: ‘ B59 CERTIFICATE OF DEATH 05519 


es Reg. Dist. No. 
5= 
33 , Runce Ce ear a USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
2 a. ° b. COUNTY 
8 Carroll tiegctiran? Maryland G 
'b. CITY OR TOWN {if outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporate limits, wrile RURAL and give nearest awn) 


RURAL ond i neares! tawn) 


Mt. Air x M 


d. NAME OF HOSPITAL {If nat in hospital, give street oddress} » d. STREET ADDRESS @. 1S RESIDENCE 
A OR INSTITUTION / ON A FARM? 
Carroll Ave Carroll Ave. ves] NO 
3. BARE SE First Middle lost 4. ret de Day Yeor 
(Type oF print Nathan Eldridge Dempsey Beata 19 1958 
. SEX 6. COLOR OR RACE |7. MARRIED [A] NEVER MARRIED ED |®: Date oF wietH %. AGE — IF UNDER } YEAR|IF UNDER 24 HRS. 
font barney i 
-|_ Male White __|wioowmt] _vorceot] | Nov. 15,1882 1. i 


10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE {State ar foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


\ I isc. Laborer Frederick Co, Md. USA 
JAVN3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Winfield Dempse Eliza E, Haines 
1S, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no. of unknown}, (11 yes, give wor oF dates of service! 
No 213-01-562 Mrs 


INTERVAL BETWEEN 
ONSET AND DEATH 


1B. CAUSE OF DEATH [Enter only one couse per ling for (0), (b). ond (c).] " 
PART |. DEATH WAS CAUSED BY: 7 f 
IMMEDIATE CAUSE {a} 
YA2/. th. DUE TO 
Canditians, if any, which we Voelimsoy 


Then please remove corbon papers. Pages 1 and 2 shau! 


te has been signed by the attending physician and completely filled in by the f 


“7 
ee ee Z,.. I9SZ_,that | last saw the deceased 
=n the causes and an the date stated abave. 


= i 5 
€ gove rite ta immediote ‘4 
$ cause (0), stoting the under. ( DVETO 5) 1 
= lying couse lost. (¢). AAAL AA YF 2X 
5 ‘3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0}]4%. WAS AUTOPSY 
fe = 
2 $ ves (] No ff~ 
32 = | 200. ACCIDENT WAS UNDERLYING [1] [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
& TOR CONTRIBUTING C1 CAUSE OF DEATH 
2 © | (UF EITHER, NOTIFY MEDICAL EXAMINER} 
558 & [P0c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. {City or town) {County) {(Stote} 
2g a eased wy [White Not while factory, street, office bldg., we) 
ae = p.m. lot work [] at work 
se 
5 
asl 
= 


E=9 3 3 " ADORESS (Street, city of town, stat} DATE SIGNED 
<i ACTUAL ) 
aes $enttone_/L wo £47. lnc Melee Ala fd SFB 
t¢a27 
ze 2 2 PHYSICIAN'S A 
eess NAME (Type) ee eee oo a ee ae ee eee eee 
5 syo Za. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION fey town, of county) {State} 
e528 ater” 
Se Ma, at, 19 Prospect Methodis bj Md 
- F&F ‘4 23. ae JONATURE A came) M 2da. REC'D BY are 2b. incited leis 
‘ s f 
WAR A, cus, Md. lose MAY 21 Do BBL, 


& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
M L EXAMINER’S CERTIFICATE OF DEATH 
bus Reg. Dist. Dist. NA) 5 52 (a 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


o. COUNTY Ch, LL MARYLAND ©. STATE SIAR YL. Y) yy /) b. COUNTY 4, 4h PROLL 


b. CITY OR TOWN (IF outs corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 


GH BRIDGE EARS |x UN/ ON BRIDGE 


: 
FOR STATE 


SRATIH DEPT. 


5 
os 
= o ms d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, d. STREET ADORESS e Us RESIDENCE 
3 (001 W/GHINER. ST. wn  GHTVER___ sr wD mia 
3. NAME OF First Middle Lott 4. DATE Month «ay 
DECEASE ; 
(type or print AL §E DEATH Me 19 use 
[FUNDER WEAR] IF UNDER 24 11RS. 


If ony deloy is necessary, please 


Give Pages 1, 2, and 3 to the funeral director. 


A feat birthdey) 


Months Hours 


Jo WE By. 
5. SEX 6. COLOR OR RACE |7- MARRIED [[} NEVER MARRIED [7]/ ® DATE OF BIRTH \ 
Adi COL  |wower o DIVORCED. LET S709 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


during most of working Ite, even if retired) By y y y RVLBIVD 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ERNEST  DOWFERY ELNA FILL 


15. WAS DECEASEO EVER IN U. S. ARMED FORCES? B SOCIAL SECURITY NO. |17. INFORMANT Addrest 


Wen ne, oF vaknown) UE yer, give wor or dotes of varvice) ere AOR AME s GREE: p/ Lites B P) D e 


wetbevat wetwetn 
T AND DEAT 


m | 


h2. CITIZEN OF WHAT COUNTRY? 


Ld fP- 


File pages 1 and 2 with the State Board 


form PM3. Page 5 moy be retoi 
‘al, and in any event within 72 hours after deoth. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


mnvounusenr, A URN h To Le ar Y 


716.0 buE To 
ia <a Te —* 


transit permit. 


Conditions, if ony, which 


DUE TO 


(eh. = = 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO. DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “Tr meee AUTOPSY 


RFORMED? 
ves(] No BY 


ficate should be executed within 24 hours after death. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 


a ey Se 
Elid Levcutd fr Ms fripstsiind “yet, 
0c. TIME OF INJURY Biren 1s" oe 


: INJURY (Home, form, + 20f, (City or town) {County} (Stata) 
Hour 9. m. “foctory/street, office bidg., ete.) | . 3 
2 Pm ig pte as A ST he. ) hk 


2. nT certify thot ! took chorge of the remoins de ibed above, held on Autopsy [_], Inspection {J Inquir asa and in my 


White Not white & 
‘ot work [[] of work 


OG 


e Chief Medical Examiner's Office alang with 


g the word “pending” in pencil in Item 18. 


‘age 3 should be wsed as a buri 


or its designoted agent. prior to burial, cremotion, or ren 


XAMINER: This certi 


* 


as os opinion deofit fesulted from: Natura! causes (J. Accident Tf Suicide [[], Homicide []. Undetermined manner oO 
woe 
a 255 + 
BE gE eae Me (ore 2 Zz M.0, CHIEF MEDICAL EXAMINER [7] Ly gba: 22 
Foss 4 es A ASSISTANT MEDICAL EXAMINER [7] J 24 Sy 
2S ae, if I : F 
5s 3g TT,» Aan ” & Sok is pf Ts He —_ruty mevicat EXAMINERS, ae 
& 22s ae 2c. NAME OF CEMETERY OR CREMATORY ie LOCATION (City, flown, or covnty) {stere) 
soz i 
9 “Buea MT OL,VE FREDERICK Co. YD 


VS. AISME 9% 
8M 2/57 


hos, DIRECTOR’: y, IGNATURE iy i REC'D BY REGISTRAR a foepeaatigd srongfiure 
Vp) ‘ 6 58 Up adaaern 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
oo 5532 - CERTIFICATE OF DEATH me 


a 
x 


05524 


~ ye 
$ 3 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If imsfiution: Residence before odmission) 
© °. °. . COUNTY 
¥ Carroll MARYLAND Maryland BICOUNTY. SRal tos Olay: 
= fy B. CITY OR TOWN (If autside corporate limits, write] ¢. LENGTH OF STAY IN tb ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) v 
8 3 RURAL ond give neorest town) EY 
ate 3 hours Baltimore Vol. 
& o8 <d, NAME OF HOSPITAL (If nat in hospitol, give street address) d. STREET ADDRESS e. 15 RESIDENCE 
o = SB OR INSTITUTION 30))9 Guilford Ave. we ae 
v > Ss NO 
5 fu E 
2 £6 3. NAME OF First Middle Lost 4. DATE Month Do Year 
7: QECEASED B EMERY OF 20 ib 88 
3 = 
S 20 (Type or print) John rown DEATH May > 19 
e £6 
ey S. SEX 6. COLOR OR RACE [7. MARRIEDJS] NEVER MARRIED [-) | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS 
5 3° te Months] Doys | Hours | Min. 
— we Male White WwipoweD [] Divorced [) August 3 . 1871 ys. 
eae 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g 8S I during most of working ies ven if retired} U.S.A 
3 pes Clerk * retire - Maryland ele 
g O85 19, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Ges 
blac Anna V. Nichols 
B Ser John B, Emery a Vv. 
& $ 8 3 1s, WAS DECEASEDEVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Kadrens 
ae Toe (Yes. no, or unknown} {I yes, give wor or vervice) 
EAS No = - Springfield Hospital Records 
re 
8 i rs £ 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ().] I ERAL Sabet 
hae TASS PART 1. DEATH WAS CAUSED BY: h 4 sity 
ie BZ jp ve MMe caise i:_Dehydration and malnutrition Days 
= £28 2 x omoac 
03 $-% 
3 é 
= 33 > EapaNmsalsionerewes ie Cerebral arteriosclerosis Years 
5 § ; ; : 
Bit Oe SY aa 
gePey istas couse ler i neralized arteriosclerosis Years 
©$.% pea 
2238 m4 2 Past I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10/19. WAS AUTOPSY 
SROaG =e 
fut < yessf{] nog 
ga6.00 uv 
ior 2's = 1200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port t or Port Il of item 18.) 
eegee & | OR CONTRIBUTING C] CAUSE OF DEATH 
252 2 6 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Bsess % |a0e. TIME OF INJURY Manth, Day, Yeor [ 20d, INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 120F. (Cily or town) (Count (Store) 
Fa gos vy H hi Net whi foctory, street, office bldg., etc.) ! ? 
& 3 ray jour o.m. IWhilk + whl x i je ete] 
zs2 : é = pom. 19 lot wark [J ot work E] t 
SE 5 
AB; 21. | certify that | attended the deceased fromMay_ 20, AS As 1998. to. May 20, pte , 19. 58.that | last saw the deceased 
3S 
3 alive an 8y 20 , and that death occurred at 850P_M, fram the causes and an the date stated abave. 
fao3 
E7036 oD J ADDRESS (Street, city ar town, state) DATE SIGNED 
pros 
4560. ACTUAL CP rs, 
apese SGnatun—_& MAW. ___ Sovingfield State Hospital 5/21/58 _. 
sapa } 
Z28a8s i PHYSICIAN'S 
Seals NAME Agustin delCa D 
we oder (Type), gus iCampo, ML 
efscs po, 
BSEOD ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY Td. LOCATION (City. town, or count: Stote! 
95592 (Specify) 7) (Stote) 
= ba ae BuF 4a? ” | May 23, 1968 | Loudon Park Baltimore, 
° °O ax 
- 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Vs Als (4 John 0. Mitchell & Sons Ince 1900 Butew P of 4 : 
ISM 10/: . 


, = 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH C5527 


N 


2 fj Reg. Dist. No. 
G é i 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. Jf Institution: Residence before admission) 
2 . COUNTY C. é é nie o.state JY -ga,bf COUNTY 


¢. CITY OR TOWN (IF ound Eorporate limits, write RURAL se neorest town) 
Wy. p fe El 


ra 


is necessary, plecse exe- 
i 8 \ 


edicol Exominer's Office olong with form PM3. Poge 5 may be retoined for your files. 


Wy CITY OR TOWN (tf ovtride corporate limits, write RURAL ¢. LENGTH OF STAY IN 1b 
ond give nearest Jorn) . > 
2 aacadin, RF OS 
dfress) 


8. DATE OF BIRTH 9. AGE {in -_. a iF UNDER 24 HRS. 


Ont jd “/96S Pes ia Months Hours | Min. 


V2. CITIZEN OF WHAT COUNTRY? 


tu-S As 


8 ~)> Le NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give fz) od d. STREET ADDRESS e. IS RESIDENCE 
3 4 a, /, Ref ON A FARM? 
MAL é, “ele ves [No [] 
3 3. NAME OF First Middle lost Cs. BATE Month Yeor 
3 timeren VOOM A scar Ferd |ay| om M4 WP? 


ith the registror prior to br 


5. Mt 6. W ble ©R RACE |7. “oe GA NEVER MARRIED [7} 
wiboweo [] pivorced [] 
Lf USUAL _ We kind bali ‘work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


during mowt of warking lite, even if retired) ae 4 


14. MOTHER'S MAIDEN NAME 


13. FATHER’S NAME 


[Ra aN [focnrcgl Fserd L, J one eS é 


24 hours after death. 


ng the ward ‘‘pending’’ in pencil in Item 18. Give Poges 1, 2, ond 3 to the funerol 


15. WAS DECEASED EVER IN U.S. ARMED roe 16. SOCIAL SECURITY NO. 


Address 
{Yes, no. oF urtinown} {if yet, give war or dates of service) a (a 
line Po Wott ren, x Abd, 


18. CAUSE OF DEATH [Enter only one cavte per line for (0), {b), ond (c).] = Dae . 
PART I. DEATH WAS CAUSED : 
_ |, WAMEDIATE CAUSE (0) ey cee a at-7F el 4 he A 
Yu rf QUE TO — / 


Conditions, if ony, which e_ 


File pages. 


gove rise to immediote couse: 
{o}, stoting the underlying( OVE TO 
couse fost. es aa 
PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Was J AUTOPSY 
sh a | PERFO! 
Yes] NO ned 
200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


PRIMARY C) or CONTRIBUTING 1] 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Doy, Year [20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, joa 1 20F. {City oF town) (County) {Stete) 
t 


: This certificate should be executed with 


Zz 
Q 
= 
$ 
— 
= 
& 
Vv 
= 
$ 
a 
gS 
= 


age 3 should be used os o burial-tronsit permit. 


gs Hour 0. m. While Not while ete reat are 
z p.m. 19 jot work [-] ot work 
= 
ya 21. | certify that | toak charge of the remgins described abave, held an Autapsy [_], Inspectian [p47 Inquiry [9% and find that 
2 fs death resulted from: Natural causes PJ, Accident (J, Suicide [], Homicide [], Undetermined cause []. 
528 / A “apctels 
A & =e eee W 6 ip, CHIEF MEDICAL EXAMINER [7] ee 
ede ; ASSISTANT MEDICAL EXAMINER [1] ( 
~ Spas Pee. | W H i Ss. 
pisee NAME (lype) -H-FoArd {-f. DEPUTY MEDICAL EXAMINER [7}-~ ibs ity 
Beret Zo. BURIAL CREMATION, | @2b. DATE THEREOF ie. NAME OF CEMETERY OR CREMATORY Zad. LOCATION (City, town, or county) (Stote) 
sees 8 REMGQVAL (Specify) ist fe YY a /, 
= oe WS carnal | Wray ISRE kon ted JV le, Gate] K3 hts KE A 
5 Avs. REC'D BY REGISTRAR | 240. REGISTRARS SIGNATURE 

VS. AISME(S} V4 

5M 9/55 \ BM err ST tet L yes y <) A CL ee ee i 


LEDIA 


1 


FOR STA 


HEALTH 
© sf 


88 


-transit permit. File pages 1 and 2 with the Slate Baard of * 


moval, and in any event within 72 hours ofter death. 


ig the word “pending™ in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral direct 
the Chief Medical Exominer’s Office olang with form PM3. Page 5 moy be retained far your 


‘age 3 shauld be wsed as a burial: 


g 
3 
H 
Hy 
& 
3 
7 
P 
o 
¢ 
g 
a 
3 
$ 
; 
£ 
; 
% 
= 
= 
3 
z 
3, 
3 
a 
H 
nS 
2 
7 
°° 
H 
2 
= 
& 
= 
= 
§ 
3 
Oy 
is 
ra 
- 
z 
= 
x 
g 


a 


or its designoted agent, prior to burial, cremation, or 


TO DEPUTY MEDICAL 
execute the certificot 
4 should be farwarde' 
TO FUNERAL DIRECTOR’ 


VS. AISME 
8M 2/57 


Ly 


Mi 


y} 


ie) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ICAL EXAMINER'S CERTIFICATE OF DEATH (5 523 


Reg. Dist. No. 


1 PLACE OFDEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admissian) 


o. COUNTY 
ei rz a MARYLAND @. STATE iy a b. COUNTY 


b. CITY OR TOWN (It outside corporote finite, write RURAL [ LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 


* allah gotea ney 
18 years % Rural Taneytown 


= RANE, 6 hin’ 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give siree! address) d. STREET ADDRESS. _| 1S RESIDENCE 


ON A FARM? 


TREVAN 6 hf RD + ves G NOT) 


3, NAME OF First Middle Lost a. ee Month Yeor 


- 


OECEASED 
(Type or print On STevLk fpr z Stare May V9.5 
9. AGE (in 


5. SEX 6. Leo ac 7. MARRIED] NEVER MARPEO []| 8. DATE OF BIRTH a IF UNDER 24 HRS. 
22,1914 oa yy teas ‘Months | Days | Hours | Min. 
Mel wipoweo (J oivorceo} | March 5 3 


100. USUAL OCCUPATION kind of work done] 10b. KINO OF BUSINESS OR INDUSTRY [11. serene {(Slote or loreign ee 2. CITIZEN OF WHAT COUNTRY? 
during mos! of working life, even if retired) 


m Mary q UsSehe 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


hindle 


he i e. 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
[¥eu, ne, oF unknown) {UF yen, give war oF dates ol service) 
21,5-20-996 i re : ytown, Maryland hg] 


Mie r MEE 
78. eae ‘OF DEATH [Enter only one couse per line for (0), (b} to.) TTERVAL aoc 


PART L DEATH AS AUD I, 2S eK IAT? ON — By HHantiny a 
q 74K DUE To 


Conditions, if ony, which ) 
gove rise to immediote cove 

{e), stoting the undertying< OVE TO 
couse lost, to 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)| 19. mee Autorsy 
Re 


o ONNO 


as CAUSE WAS 20b. DESCRIBE HOW becca OCCURRED. (Enter noture of injury in Port tor Part It of item 1B.) 


¢ CONTRIBUTING C) fi 
CEATH- foe Weerd 
F ocagt 2060. dice fey 


eo rc Spel” te ale ie F INJURY Ui tem 1 20F, {City of town) (County) (State) 
Not while fogtory, street, office tc.) | 


|. m. 3 il ; 
Spe ag ake Mtv lits fox wot [alhen ore eather An? iV aie ma Oey rill) 
21. L certify sHAt 1 took charge of the remains described abave, held an Autopsy [_], Inspettion {Z. ‘Inquiry Qe and in ny 


pinion defth/resulted fram: Natural causes [7], Accident Sie Suicide i=@ Hamicide [J], Undetermined manner [] 


MEDICAL CERTIFICATION 


oF ad 


DATE SIGNED: 


ava elitty ~ a, Ph Lipson ane 
San ASSISTANT MEDICAL EXAMINER o . 
RAM (Tepe) 3am ES SA DEPUTY MEDICAL EXAMINER EY Ts Vn 


Tic. QURIAL, CREMATION. |22b. DATE THEREOF ————‘[22c. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) ———(Stofe) 


ie ee May 11, 1953 | Keysville Cemetery Keysville, Maryland 


CHIEF MEDICAL EXAMINER im} 


23. FUNSAAL DIRECTOR'S St ATE cas! ADORESS 2do. REC'D BY REGISTRAR Qoiemet. 
C.0.FiuGs & Son Taneytown, Maryland oartHAY 1 2 '58 i ~ 
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15m 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 5524 
5534 CERTIFICATE OF DEATH CPSs, Qoo 


ae 
2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 


a. STATE Maryland » COUNTY Balto City 


. CITY OR TOWN (If autside carporote limits, write RURAL ond give neorest town) 


1, PLACE OF DEATH 
a. COUNTY 


Carroll MARYLAND 
b. CITY OR TOWN [If outside corporate limits, write [c. LENGTH OF STAY IN Ib 


RURAL and giye nearest tawn) : 
Sykesville yrse9mos,lldays Baltimore Vv y 
d. ge {If nat in hospital, give street address) d. STREET ADDRESS: e. a ee 
gfield State Hospital. 2716 Marylend Ave. ves C] NOD 
2 oy First Middle lost 4. pee Month Day Yeor 
{Type or print) Tra Rudisill FRIZZELL DeaTH May 16, 19 58 
5. SEX 6. COLOR OR RACE | 7. MARRIED [J NEVER MARRIED oO 8. DATE OF BIRTH 9. AGE (| (ees WF UNDER 1 YEAR! IF UNDER 24 HRS. 
irtheey) ‘Slip Clie 
Male iniccs ear [x oworceot] | November 2, 1881, | as lee haw Hours | Min 


100. pee OCCUPATION {Give kind of wark dane 12. CITIZEN OF WHAT COUNTRY? 


during most af working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 


Clerk - Maryland U.SeAe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Bethia Frizzell Cora Harding 
OO ae BPReLINIO iS ‘ARMED. EORGES?: 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
No - 20-44-3557 & Springfield Hospital Records 


18, CAUSE OF DEATH [Enter only one cause per line far (a), (b), ond ().} ERA Lew ere 


PART |. DEATH MEDIATE CAUSE (ol Sclerotic heart disease, acute 


4h AO.t DUE TO 

Conditions, if ony, which (b) Pulmonary tuberculosis 

gave rise to immediate 

couse {a), stating the under- ( DUE TO 

lying cause lost. al 
4 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE phan pisrase en ITIQN GIVEN IN PART 1{0)]19. WAS AUTOPSY 
=] C.B.S.assoc.with cire dist. with_cerebral arteriosclerosis rete Sen 
g BS ho on. oho sm 
= [200. ACCIDENT WAS UNDERLYING T)_ [20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature af injury in Part | or Port Il of item 18.) 
& Jor CONTRIBUTING CI] CAUSE OF DEATH a 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) | () () 
§ [P0c. TIME OF INJURY Month, oy, Yeor [20d, INJURY OCCURRED _]20e. PLACE OF INJURY (Hame, form, {20% {City of town) (County) {Stote) 
ray Hour a. m. While. Nat while foctary, street, affice bldg., etc.) 
= p.m. 19 Jot wark [] ot work (] ‘ 

21. t certify that | ieee the deceased fram S@Dte 27) 1922, 10 May 16, . 1922__,that | last saw the deceased 

alive on___May 16, _ ate 12.2°____, and that death occurred a! 8 '-M, fram the causes and on the date stated abave. 


ADDRESS (Street, city or town, state) shits ie? 


Springfield State Hospital 


isa. Wacby Rho, springtscit State fompita AE 


musicians’ Julian Radd, M.D. Sykesville, Marylend 


NAME {Type) Pee ee ee ae 


REM es ify) © y 
Bor G//GFE evans Pres kh 


23, Wy ERAL DI 'S SIGNATURE” ADDRESS: 
deg SBLP York Rf 


ACTUAL 
SIGNATURE 


22d. LOCATION (City, town, or county) {Stote} 


“sy ee. /% mm of 


2da. REC'D BY REGISTRAR | 24b, birt Goan 7 
TR RAULLN, 


DATE MAY 2 O'S 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 é 5 ‘ 
5535 CERTIFICATE OF DEATH sea oun ntl OOED 


a_i 


~ ge 
Serge 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
© £3 eS Carroll marano |] °F Maryland Seas Cecil 
» b. ITY OR a4 {i oulide coxporcte Finis, write Te. LENGTH OF STAY IN Tb ||. CITY OR TOWN {IF cutie corporate limits, write RURAL ond give neorest fawn) 7 
g oO ive neorest town! 
Soult) sykesviil'is 6yrs.19days Elkton y ? 
24 Le 
2 22 fr d. NEIECE HOSFITAL (If not in hospitol, give street address) d. STREET ADDRESS Py is RESIDENCE 
: <5 
ao Springtield State Hospital 243 W. High st. ves LF] NOY 
5 
Boe 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
a 25 {Type oF print) Alberta Mae FRONK beam May 19, 1958 
a 8 5. SEX 6. COLOR OR RACE | 7. MARRIED (1 NEVER MARRIED] 8. DATE OF BIRTH s, pe ieee UNpe® V YEAR] IF UNDER 24 HRS. 
2 oe Female White wiooweo} __oworceo | July 13, 1913 th chem es Gg 
s< 
2 Eg. 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 Sete N during most of working life, even if retired) 
ay cores I \L None = Maryland U.S.A. 
3 o 2 3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
cue 
S8s 
Bee Raymond Fronk Lillian Deibert 
= a 8 3 1S. WAS. seta eoL tt IN U.S. ARMED ee 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= | a, (Yes, 0. oF unknown) {IF yes, give wor oF dates of service) om 
8 fn ° - - Springfield Hospital Records 
et 
e One 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
2 Sat P ONG AND DEATH 
HORE Tt PEAT Meoistt cabse ja. Pulmonary tuberculosis, far advanced, active ears 
Ee See as «a DUE TO 
= ry : = Conditi if hich 
= i aditions, if any, whi . 
B Res gove rise 10 immediote a 
SSlaSne cause (0), stoling the under- ( OVE TO 
Feknv lying cause lost 
FeFuv ying cause lost. a 
Rue. 2S 
2? 4 Zz Part i. ER, NEICANT, jor TING TNO} DISEASE CONDITION GIVEN IN PART I{0)|19. WAS AUTOPSY 
338 ig Q Psychosis TU SEY Abtctosacicsn secon aa kel BEVEPIVP ACL OHS aS} tc 
fw < - 
2a080 ru) 2 é neck o o ami i No Cx 
= 25 = $ = 200. ACCIDENT S$ UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part} ar Port Il of item 8.) 
egeee & }or CONTRIBUTING C1 CAUSE OF DEATH 
< $ £95 © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 =e Z aS 7 ra 
2stss 20. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) {Store} 
S585 5 Hour 0. m. While Not while foctory, sree, office bldg. ec. | } 
zsE7E g pm. 19 lot work (J ot work (J } 
ub -S ry 
2: 21.1 certify thot | attended the deceased fram_Octhber 204, 19. , 19.28 that | last sow the deceased 
Zz ve 8 3 alive on__Ma ae Jt |) 58, and that death accurred at_2. M, fram the causes and an the date stated abave. 
E = os = ADDRESS (Street, city or town, stote) DATE SIGNED 
<S6 00 ACTUAL cc ie 
aqeee Seite wo, .. Springfield State Hospital 5/19/58 
£aRa 
x5g88 MAMCANS _Ediund Lusthaus, M.D. Sykesville, Marylend 
=~ hc i ren Ace Oe RE 
SS gop ‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘22c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, fawn, or county) (Store) 
2e5 as Bue s {geet} . 
Sea ee a May 22,195$ Elkton Cemete kton, iis 2 
- = 23. FUNERAL DIRECTOR'S SIGNATURE 


ADDRESS ‘24a. REC'D BY REGISTRAR Mb. oe ‘SK 


a >? pippin Funeral HomeJr.i77i_ 2 Ri kton, Malpsway 2158 [2th ead 


1 


" “We 
irectar, 
with 


Pa: 


&: 


24 haurs after death: 
Hed in by the fun 
Pages 1 and 2 shauld 


6 within 


Then please remave carbon papers. 
dyent within 72 haurs after death. 


thai the death certificate be execute 
d by the attending physician and campletely fi 


ires 
iPS 


g physician. 


: The law requi 
te has been 


ital ar attendin: 
ica 


for use as the burial-transpermi 


IG PHYSICIAN: 
the pee prior ta burial, crematian, ar remaval, afd tmepy 


IN 
Ns this certifi 


TO FUNERAL DIRECTOR: 
page 3 shauld be detacl 


TO HOSPITAL OR ATTE 
may be retained by the 


a 


= 


33 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Po 
5536 CERTIFICATE OF DEATH ~  asee 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
0. COUN b. COUNTY 
MARYLAND 
b é M/s 2. A AL fe AL 
b. CITY OR TOWN {IF outside corporote limits, write] ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest toxyn 
AN Si (a ? A N Ca) ~ 
S°NAME OF HOSPITAL IT oy hospitol, give street addrels) (/4: STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION ‘ON A FARM? 
A Sa ves CE] NO a 
3. NAME OF Fint Middle lost 4. DATE Month Doy Yeor 


DECEASED 


(Type or print) CP, lar, 24 A ff FOSS Beara Zu 4 19 oe 


5. SEX 6. COLOR OR a 7. MARRIED (2 veR MARRIED o 8. DATE OF BIRTH Lt pean UNDER 1 YEAR) IF UNDER 24 HRS. 
oF ee Hours | Min. 
Gf 
MA A rn loowen 0} Dcrero is] 4 a A \ hs (eit as 


10a. USUAL OCCUPATION {Give kind of erg done] 10b. KIND OF BUSINESS OR INDU: 4 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


sf ing most est of wor) eee Sy “Elk “INO fl ie db : ) S 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
D R Nid EMO DNS ANNIE DEV/AB/S 


ee IAS DECEASED EVER IN U. S. ARMED. ees V6. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(res. no. ogunigiown) OPyecee aS : 
(Vio LV 5" IN 4 = HAR IN [ISS -UA oN Ss ~ L414 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (9.] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 4 Lz ‘WAS CAUSED BY: = ~ 
IMMEDIATE CAUSE {o] 10 Se LERCTIVN- 


DUE TO 


Conditions, if ony. which rr 
gove rise to immediate 

cotse {0}, stoting the under. ( DUE TO 
lying couse lost. my 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }(o}/19. WAS AUTOPSY 


PERFORMED? 
yes] NOW 
20a. ACCIDENT WAS UNDERLYING E]__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Part Il of item 1B.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY “Month, Day. Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20. (City oF town) (County) (Stote) 
Hour o. m. While. Nat st faclory, street, office bidg., etc.) 
p.m. ot work (J ‘ot work H 


21.1 wa that | attended the deceased from =e 192. to. RY Dow. 19.5. Mhat | lost saw the deceased 


ative on AY 2... wtf, and that death occurred ot 50.PM, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote} DATE SIGNED 


ORS wea 


MOM cao es 


ne 


MEDICAL CERTIFICATION 


BURIAL, Cie Mb. D, aie THEREOF mae THEREOF 22c. NAME OF CEMETERY OR CREMATORY 2d. 2 (City. town, or county} (Stote) 
, ee gent (Specify) 
V 4 LA LIN LAA 
ja. REC'D BY ran ei 24b. REGISTRARS SIGNATURE 
J ie 9 
d dpc apereupy 6561) e 


—) 


Page 4 
irectar, 


6. 


fled with 


haurs after deonk: 


Pages 1 and 2 should 


Then please remove corban papers. 


|, cremotian, or removal, and in any event within 72 haurs ofter death. 


x 
UE 
E5ess 
ey 
<50%. 
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Oraza 
z2s85 
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= e@ se 
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ee 
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15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5537 CERTIFICATE OF DEATH 1Dh27 


Reg, Dist. No. 


1, PLACE cereal 2. bord se ta pe (Where deceased lived. If institution: Residence before admission) 
0. COUN’ o. Si b. COUNTY 
Carroll ‘Land 
b. CITY OR TOWN (If outside corporole limits, ENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside carporote limits, write RURAL ond give nearest town) v 
RURAL ond give neorest town) - . ; 
Henryton 1,617 days Baltimore 3V0[-¢ 


d, NAME OF HOSPITAL (If not in hospitol, give street oddress) 


d. STREET ADDRESS 
OR INSTITUTION 


e. 1S RESIDENCE 
ON > 


Henryton State Hospital 505 N. Stricker Streeb ve E] NOB 
3 pattie. First Middle Lost 4. pare Month Day Yeor 
(Type or print) Rebecca Gardner DEATH 20 19 58 
5. SEX 6, COLOR OR RACE ] 7. MARRIED [_] NEVER MARRIED o B. DATE OF BIRTH Fe gen " 
Female Negro _|wivoweo pivorceo [] May 6, 1918 | Ke 4 ese ee be 


12. CITIZEN OF WHAT COUNTRY? 


U. S. Ae 


10a. USUAL OCCUPATION [Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) 
Laborer Facto: Durham, N. C. 
14, MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 


Jessie Lunn Elizabeth Toran 
, i WAS. Ct se EVER IN Ue. &: pe. posers 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
SA Np, pe inewr’ yeas de i are Be ow 
No | None Rebecca Gardner - Patient 
18, CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond {).] PNAC AST IST 
PART DEATH MPDIATY Caust fo Far advanced bilateral cavitary pulmonary TB 
AK DUE TO 
Conditions, if ony, which on 


gove rise to immediote 


couse (0), stoling the ynder- ( CUETO 
lying couse lost. (c) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
E 
yves(] no] 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Hour 0. m. While. Not while 
p.m. 19 for work [] ot work [] 


21. | certify that | attended the deceased from. 


alive on... May.20_________, 12.58. 


"] % 


20e. PLACE OF INJURY (Home, farm, T20F (a) town! Count; (Stor 
foctory, street, office bldg, etc.) | icarigs fee ere Bes 


H 
19.53 to_May 20 . 19.98. that | last saw the deceased 


and that death occurred ot721.5PeM, fram the causes and on the date stated abave. 
ADDRESS (Sireet, city or town, stote) DATE SIGNED 


MEDICAL CERTIFICATION 


22d. LOCATION (City. town, or county) 


Balto.Co 
. REGISTRAR'S SIGNATURE 


[ 24a. REC'D BY REGISTRAR 


-{oaMAY 2 2 '58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5539 CERTIFICATE OF DEATH tego nee 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. COUNTY o. STATE 


Carroll MARYLAND Maryland b COTY Balto. City 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 


URAL ond tI ) 2 

Sykesvitie 2mos.7days: Baltimore ul 

. ais or Poeaar {If not in hospitol, give street oddress) d. STREET ADDRESS e. ea eg 
pringfield State Hospital 1905 Linden Ave. VEC] NOR] 


- wel oe First Middle lot 4. oar Day Yeor 
(Type oF print) Solomon He / GREENBERG SEATH 19 58 
5. SEX. 6. COLOR OR RACE |7. MARRIED (-] NEVER MARRIED [] | & OATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR]IF UNDER 24 HRS. 


Male White wioowen GY ovorceoQ] | April 17, 1848p ion nee | | 


40a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 42. CITIZEN OF WHAT COUNTRY? 
during mest of working life, even if retired) 


Salesman - Maryland U.SAe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Morris Greenberg | eT Liachecl, OO LLE a 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [" SOCIAL SECURITY NO. | 17. INFORMANT Address 


righ Sc ees ee - Springfield Hospital Records 


h 


Page 4 
tector, 


fe red wit! 


> 


this certificate hos been signed by the attending physicion and completely filled in by the funer 


Pages 1 and 2 should 


te be executed within 24 hours ofter dea’ 


No - 
18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b). ond (c).] INTERVAL SETWEEN 
PART | OFATIA MEDIATE Cause fo) Par advanced pulmonary and bone tuberculosis ears 


DUE TO 


Then please remave carbon popers. 


s 
8 
on 
3 
3 
3 
° 
= 
r) 
Zz 


Conditions, if ony, which 2 
gove rise to immediote ee 
couse {0}, stoting the under. ( OVE TO 


lying couse lost. fc) 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
spe PERFORMED? 
C.B.S. of umknown or unspecified cause. yes] nocyt 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Ii of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stole} 
Hour 0. m. While Not while factory, street, office bldg., etc.) | 
pam. 19 Jot work (J ot work (J ft 


21. | certify that | attended the deceased from, .February 28,168 _, toMay 5, .__., 19.58. ,that | last saw the deceased 
alive on_May.5,_. ey 12.58, and that death accurred at Lsh5Pm, fram the causes and an the date stated abave. 


; YY é ADDRESS (Street. city or town, stote) DATE SIGNED 
ar KOR 
Naeiyes___JULian Radd, MeD, 


‘Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATIONCity, town, oF cou {Stote) 
3 i? Ve 
LMAY YSS V4 Cf dlfen bad ge, thed _- 
r y; avpfiss” gIZLL) SE Pho. REC'D BY REGISTRAR [Tab-REGISTRAR'S SIGNATU 


ires 


in any event within 72 hours ofter death. 


nding physician. 


for use os the burial-transit permit. 
MEDICAL CERTIFICATION 


IDING PHYSICIAN: The law requ 


* 


the registrar priar to burial, cremation, ar remaval, on 


TO HOSPITAL OR ATTEN! 
may be retained by the 

TO FUNERAL DIRECTOR 
page 3 shauld be detach 


VS AIS (4) 
15M 10/87 


pare MAY 7 '58 SII 9 Raid 


"HE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 oe 9 9 
5539 CERTIFICATE OF DEATH \ oos: 


Reg. Dist. No. 


—] 


Le 
g = Ri 7. eos = ee ae (Where deceosed lived. If institution: Residence befare odmissian) 
& a. a. b. COUNTY 
zB Carrell MARYLAND Maryland Alle gany 
. b. CITY OR TOWN {If outside corporate limits, write | ¢. Lay ST Y IN 1b ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give neorest tawn} 
RURAL and give nearest tawn) ¥ 
= Sykesville (Rural. 2 mo, 26 day Frostburg a / oe ¢ 
2 d. NAME OF HOSPITAL {If not in hospitel, give street address) d, STREET ADDRESS ‘e. 1S RESIDENCE 
a OR INSTITUTION ON _A FARM? 
is) re 
: Springfield State Hospital 10 E, College Avenue | ves NOR 
co) 3. NAME OF First Middle fost 4. DATE Manth Doy Yeor 
- DECEASED» OF 
3 {Type oF print) Elizabeth Beatrice Grimes DEATH 1958 
iJ 
5. SEX . 7. . 9. AGE {I IF UNDER 24 HRS. 
é I 6. COLOR OR RACE MARRIED [] NEVER MARRIED. (ca) B. DATE OF BIRTH An Aaa Aes [Days ee 
Female White WIDOWED EX) Divorced [] May % 1879 yrs. 
Wa, USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life. even if retired) 
Housewife Pennsylvania U,S,4. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME ¥ 
, -_—s 
Francis Michael Conjen Mary Frances Shortall 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |146. SOCIAL SECURITY NO, |17. INFORMANT Address 
(Yes, no, or unknown} (NF yen, give war of dates of service) 
None Springfield State Hospital Record 


1B. CAUSE OF DEATH [Enter anly one cause per line far (a), (b), and (e).] 


PART | OFATHMEDIATE case o__COrebral Vascular Accident 


DUE TO 


INTERVAL BETWEEN 
ONSEL AND DEATH 


eexs 


Then pleose remove corbon popers. 


Generalized Arteriosclerosis 


ed Conditions, if any, which rs 

E gove rise to immediate 

& cause (a}, stating the under: ( OVE TO 

= lying cause last. e 

S HL, OTHER SIGNIFICANT CONDIT] iS CONTRIBUTING TQ DEATH BUT ELA) TQ THE TERMINAL DISE, CONQITIQN GIVEN IN PART 1(a)/19. WAS AUTOPSY 

g ronie brain syndrome associated with disturbance of metabolism, |” Heromtos 
growth o O oye ri h senile brain disease with psycho af Oj ves] NOX] 

20a. ACCIDENT WAS UNDERLYING [1] Ob. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | ar Part Wl of iter 1B.) 


OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER} 


SS HS i Se ee 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Hame, farm, 1 20f. (City or tawn) (Caunty) {State} 
Hour a. fr, While Nat while factory, street, office bldg., etc.) A 
pm. 19 fot work [J ot wark [J] 1 


21. | certify that | attended the deceased from... JULY. Jp... 19.5°7_, to... May T1s 1958. thot | lost saw the deceased 


|. or removol, ond in ony event within 72 hours ofter 


f this certificate hos been signed by the ottending physician and completely filled in by the fun 


ital or ottending physicion. 
MEDICAL CERTIFICATION 


for use as the buriol: 


¢remotion, 


. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The !ow requires thot the deoth certificote be executed within 24 hours ofter deoth: Page 4 


S 
eee 5 alive on... May ll, _ 12.58 __, and that death accurred atLO330 Dm, fram the causes ond on the date stated above. 
fa o3 . . ADDRESS (Street, city or town, stote) DATE SIGNED 
oe Es Bitte Rite 4 fodn no Spvnekiel ot Note top, Snares 
25208 | . : F i ae ogee es 
£az —— a 
a8 res RI S GLAWN SPRING FuEL 

= SS — ee ———————————EE—EeEEe 
£409 ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, tawn, oF county) (State) 
eee Burial” gis ! 
E £ = led (a Emetve © D po ce! 

2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


YS AIS JA J. R. Durst Frostburg, Md. _|oate ws sa | (dood ¢ 


; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
(S, 5549 CERTIFICATE OF DEATH vee os me (5530) 


ad 


gave to immediote 
catse (0}, stoting the under. ( OVE TO 
lying couse fost. (). 


Parr. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
yes(] No] 
20a. ACCIDENT WAS UNDERLYING []_ 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port It of item 18.) 
OR CONTRIBUTING L} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED —{ 20e. PLACE OF INJURY (Home, form, 
Hour 9. m. While Not while factory, street, office bldg., etc 
Pam. 19 Jot work (J ot work (J 
WY 


-teansit permit. 


, ar remaval, and in any event within 72 hours 


20f. (City or town) (County) (State) 


as 
Cy 3 | it 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before oxmiston} 
oO . oe. 
& £3 ° Carroll MARYLAND Maryland b. COUNTY | Ogre aL 
< é& b. CITY OR TOWN (IF outside corporote limils, write | c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
MS e- RURAL ond give nearest town) s 
ie 3 Rural-~-Mt. AL 39 yrs. ||x Rural --Mt. Airy 
4 i 2 d. NAME OF HOSPITAL [if not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
os = OR INSTITUTION / ‘ ON A FARM. 
£35 Watersville Yes] NO 
2 & 6 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
a 25 (Type or pent) ELMER Fa HARTMAN DEATH MAY 18, 1958 
= > 5. SEX 6 COLOR OR RACE |7. MARRIED IR} NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE Chey IF UNDER 24 HRS. 
3 8 Hoi Min. 
e 2. male white |wioowsQ  oworceoQ) | 4-22-1884 pie Panel RE =| a 
2 8. 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INOUSTRY| 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g o Ps during most of working life, even if retired) U s 
% 7) trackman(retired) |B.& O. RR. Maryland Be 
g 783 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

coe x 
32 Valentine Hartman Cornelia Bost 
ee 8 1s, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
; lig = 3, no. o¢ unknown) ft Wwe wor or dates of vervice} 
& pt no ot 705-09=1624 Mrs, Tobitha Hartman, Same 
«2 £¢ 
8 3 2 18, CAUSE OF DEATH [Enter only one couse perdi INTERVAL BETWEEN 
vu 2a PART I. DEATH WAS CAUSED BY: i 
2 4 § - IMMEDIATE CAUSE (0! 
5 fF Y DUE TO 
af ¥ Canditions, if ony, which (0 
§ 3 
3 & 
fom Ss 
© 
pee 
338 
ges 
8) 

& 


MEDICAL CERTIFICATION, 


cremation, 


— 


for use as the burial: 


LA, V9. 


Sthat | last saw the deceased 


. 


'O HOSPITAL OR ATTENDING PHYSICIAN: 


Pt 3 5 alive an. , and that death occurred at LZ MM, from the causes and an the date stated abave. 
= o3 ec : ADDRESS (Street, city ar town, stote) DATE SIGNED 
Soe ACTUAL <4 
puss SIGNATUR MO. is 8 oe eL Lh. een tate 127% Sh. 
Bexe ii $59 
cao r 
#422 comme OMA Prefem 
23 2 ? Me. BURIAL Eaton ‘Wb. DATE THEREOF ‘Ze. NAME OF CEMETERY OR CREMATORY id. LOCATION (City, town, or county) (Stote) 
~ - i 
Bef: BCRTEE -21-1958 | Poplar Springs Howard Co, ,Maryland 

aes 23. FUNERAL DIRECTOR'S SIGNATURE _ ADDRESS do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE" 

VE AIS. C. M. Waltz, Winfield, Marylend Ne 4 xq (Ges: ere 


ed 


itectar, 
med with 


hed 


™~ 


Pages } and 2 shauld 


thet the death certificate be executed within 24 haurs ofter death: Page 4 
Then please remave corban popers. 


jires 


this certificate has been signed by the attending physician ond campletely filled in by the fu 


ital ar attending physician. 
cremotion, ar removal, ond in any event within 72 hours after deoth. 


for use os the burial-transit permit. 


may be retained by the 
TO FUNERAL DIRECTOR: 

poge 3 shauld be detach: 

the registrar priar ta buris 


TO HOSPITAL OR i @ PHYSICIAN: The low requ 


VS ATS (4) 
15M 10/57 


y, 


‘ 


© Og 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


‘hy 


5541 CERTIFICATE OF DEATH 


Q5534 


Reg. Dist. No, 
ey lag 2 balsa {Where deceased lived. It institution: Residence before admission} 
a. a. b. COUNTY 
Carroll ee Maryland Balto,City 
b. Ser Lowy {If outside Cl lal limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
ANT Mate ies 
a Aa v 

Sykesville 9 days Baltimore mii tee 

Jd. aoe ede {If not in hospital, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
ON A FARM? 
SpringMeld State Hospital 716 S. Bouldin St. ves CF] NO 


. NAME OF First Middle 


ea Anna Margaret Pabst HES 


5. 


SEX . COLOR OR RACE 


6. 
Female [ White 


10a, USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY 


3. 


15. 
(fas, 10, oF unknown) if yes, give wor or dates of service] 


during most of working life, even if retired) 


Lost 


SLER 


7. MARRIED [[] NEVER MARRIED [[] | 8. DATE OF BIRTH 


winowenX} _ovorceo] | March 19, 1883 


4. Dare Month 
DEATH May 


Doy Yeor 
17, 19 58 


lost birthday) 


yrs. 


9. AGE (In years ['F UNDER } YEAR) 


Months | Doys 


IF UNDER 24 HRS. 


Hours Min 


11. BIRTHPLACE (Stote or foreign country) 


Housewife - Maryland 
FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Pabst Mary Koenigbauer 


WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


No 


Address 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (€).] 


PART I. TI fi 
PART! OFATH MEDIATE Cause io) Cerebral hemorrhage 


DUE TO 
Conditions, if any, which fs Generalized arteriosclerosis 
gove rise to immediate 
couse (0), stating the under. ( DUETO 
lying couse lost. ec) 


Springfield Hospital Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


12. CITIZEN OF WHAT COUNTRY? 


U.5,A. 


Paar fi. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) 


C.B.S. due to arteriosclerotic disease. 


Oa. ACCIDENT WAS UNDERLYING 2) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 1B.) 


2 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) 
Hour a, m. While Not while factory, street, office bldg., etc.) ! 
p.m. 19 fot work [] of work [J t 


Mancinee Edmund Lusthaus, M.D. 


(County) 


220. BURIAL, eons ‘Yc. NAME OF CEMETERY OR CRI 
REMOVAL (Specify Q bs 
BURIAL IF-L[—59 |SACREP HEAR} 


EMATORY 


2d. LOCATION (City, town, or county) 


MA, 1740 k MAA 
24a. REC'D BY REGISTRAR 


Pee f\ Dp 


‘24b. REGISTRARS SIGNATURE 


{Stote) 


DATE SIGNED 


5/11/58 


(Stote) 


[Vj D. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH seb 05 582° 
. ‘eg. Dist. No.’ oi 


|, PLACE OF DEAT 5542 


T 


FOR STATE 
HEALTH DEPT, 


ee oe ©. COUNTY 
7% CAAKS LL MARYLAND 
oY b CITY OR TOWN i ciple Wis rte tutat [LENGTH OF STAY IN TB ||” 6. CITY QR TOWN (If outside eorporote nin, write RURAL ond give neorest lown), 
ee F " ‘ailisisTay : 
Hes V\ bt on X “Mautheu er ‘ 
gi ss d, NAME OF HOSPITAL bey ie hoxpitol, dress STREET ADDR q ©. IS RES 
2US6 SO Deft ‘ pares J ON A FARM? 
2EBe. j oy ke tu a4 — va No [) 
Sheed = SS eee ee 
S5 S28 3. wa oF — First r Middle - Lgst 4 4 Month Doy Yeor 
eae (Ty60-0r print) ARLES Ci EV Bi WN ORNL 
502 Zs 35 6. COLOR AE RACE |7. MARRIED fc] NEVER MARRIED L]| 8. DAPE OF BIRTH ra) 
=n 0s ) _ 
3 €? 4 Me WIDOWED pivorceo [} Cth / / / 
re a ime 
3 Ae 10e/YSYAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR IN Ti, BIRTHBLACE (State or cs country! 2. CITIZEN OF WHAT COUNTRY? 
Sa BS ma op atoning Ae jp ee) if retired) ie 
eaBee lant 
> Sad £ - Rh 
S e585 euyT FATHER NAME Ls "] 14, MOTHER'S M, 7) y 
wD 
geese pa Dtetn— a gi pl. Wate 
esas 1p, WAS QECEASED Even, NU, ARMED FORCES? [16, SOCIAL =e NO. fz. ea 3 
fe Eto je w pol gies wel er wdiosa oa 
Bez a8 7 | BLL os 49 x33 ine que 2 ” ene hoa%s, mM 
£4 i Bs 
52 E 52 18. CAUSE OF DEATH [Enter only one couse per ling for (0), [b), ond (c).] C7 
eg A i be 
§ PART 1. DEATH WAS CAUSED BY: = 
Bs2- & mp IMMEDIATE CAUSE (0) (| hn tl ants ge 
oe ae 7 
gSgee ho wl DUE To C 
SE52E Conditions, if ony, which to ae ADE dees vie ZA (ae 
Seagt Gove rise to immediote couse : = = 
Desas 10), stoting the underlyingg PVE TO 
3 . o¢ covte lost. a te) a 
ex o ~ — — — ~ a — =e 
2 Pose 3 PART |, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[o]]19, WAS AUTOPSY 
250 a) a PERFORMED, 
asks O 5 yes (} note 
Se 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nolure of injury i i ie 
338. Ze, EXTERNAL CAUSE WAS {Enter nolure ef injury in Part t or Port It of item 18) 
ess2e CAUSE OF DEATH. 
= F— B z —- —— 
Fyt2e 3 [20c. TIME OF INJURY Month, Doy, Yeor _[20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, fae. (City or town) (County) (Stote) 
é Suge 6 Hour 9. m. While Not wile faclory, sireel, office bidg., etc.) H 
De = = ‘of worl 
€£282 
oo o 21. L certify th e ie! Inquiry QE and tn my 
S acta apinion death : Natvral cueatsll Accident [], Suicide [], Homicide [J], Undetermined monner [] 
a 
22552 
VE sup CUAL oP DATE StGNED 
apse SGWature mip, CHIEF MEDICAL EXAMINER [7] 
tieae F a ASSISTANT MEDICAL EXAMINER (] 
reads A-IMES TWiavode 2 DEPUTY MEDICAL EXAMINER Mey we A fs ro 
pLsee 4 = : 
& 2252 Ro. tone mo DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (Cily, town, or county) 1 (Stole) 
x a ¢, 
o**o5 ‘ S/IG/SS_ \ST Dayid's over R.DAY york Co, Prag 
“¢ : al 5 SIGNATURE ADDRESS ao. REC'D BY oa Dio. REGISTRA coe 
VS. AISME ‘ : MAY 1 Chuticaeed 
5M 2/57 Lliree DATE 


-MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5543 CERTIFICATE OF DEATH hep, bin, we, JOOS 


1, PLACE OF DEATH 2. oe {Scand {Where deceased lived. If institution: Residence before admission) 


©. cous ZO bibs MARYLAND Mi Ale. 4A A A os ELL 


{If outside co limits, wei c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If Taine corporote limits, write RURAL ond give nearest town) 


ee “UNION IAeIDE 


owt 


Page 4 
irector, 


a 


d completely filled in by the fune| 


v 


? 


A 4 
d. NAME OF HOSPITAL (If not in hospital, give street address) 7 d. STREET ADDRESS 1S RESIDENCE 
ra) ry OR INSTITUTION WN A FARM? 
ALL Lb Me fen Poe FARO bbe Re So ves] No 
3. NAME OF First Middle a. cae Month Dey 


DECEASED 


Year 
{Type or print) P DOALD b — a A DEATH LM yA # 9 SA 


S. SEX 6. COLOR OR RACE ]7. MARRIED ("] NEVER MARRIED E>PT®. DATE OF BIRTH % x {In all R/IF UNDER i HRS. 
lost berthgoy) Months 
ig a. 
ZMih gw He reaweomets wen cl 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY a, iu, PLACE (Stote or neue Sane 12. CITIZEN OF WI COUNTRY? 
during most of working fife, even if felived 
oe I o/MM WD 3 


13. FATHER'S NAME ins sists ‘S Lee NAME 


Svs. NLA “AR GU HAR. 


8 WAS DECEASED EVER IN U. §. — a: 7 SOCIAL aeaani NO, |17. INFORMANT Address 
SS DESERT EYER US AAMC OS 
ALO ON Hd UG-H NE 


1B. CAUSE OF DEATH [Enter only one couse per tine far (a), (b), {.) ere pV Ua 


PART I. DEATH WAS CAUSED BY: f Ay as 


IMMEDIATE CAUSE (0). 
U1 Xx DUE To 


Pages 1 ond 2 shauld be tiled with 


\ 


i 


that the death certificate be executed within 24 haurs ofter deof! 
Then please remove carbon papers. 


gned by the attending physician an 


€ 

o 

8 

7 

. 

= 

as) 

g 

° 

2 

g 

© 

£ 

: 

< 

s 

$ 

o 
= a Conditions, if ony, which 1 
ty E gove rise to immediote 
e &< use (0), sloting the under. ( DUE TO 
& ¢ as 2 g couse lost, {e) 
ce be z Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1io)|19. WAS AUTOPSY 
SS BES 412 ~<— aa PERFORMED? 
2a : = 

= Fo ie ves(] no[] 
ea 2o rey 
Zz 2 v 
Fotes = [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port It of item 18.) 
eties & JOR CONTRIBUTING ET CAUSE OF DEATH 
eases GCF EITHER, NOTIFY MEDICAL EXAMINER} 

2 we <s iP ee ES ET 
Sogss & |20¢. TIME OF INJURY” Month, Day. Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) {County) (Store) 
E5095 6 Hour 0. m. While Net while Ge Oty asap ett ee ic) 

EsE25§ = p.m. 19 Jot work [J ot work (J H 
£. 

Oe. oS y i, = r 
Bp Si 21. | certify that | attended the deceased from... 74 <“A=a7_. SIGE, to 22-18 eer, 19.5<.,that | last saw the deceased 

eres 
2 a eB i: alive on______. —_ (b—_, Ve fa and that death accurred at. _f-44M, fram the causes and an the date stated abave. 
EtOss ADORESS (Street, city or stote} e SIGNED 
<5GCT ACTUAL ‘ \¥ 
evEss SIGNATURE MD. ed Age a aa 
Ofaoza 
28585 PHYSICIAN’: 
Seges NAME type) 
=z hay es 
td 3 S He : i wy crema ‘2b. DAJE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Td. W/o (City, town or county) (Stote} 
e285 a sh Fz : ec UN/o 

eo ae a END A kz, a3 D 
oe 4 fa AL OB ee nS si a. REC'D BY REGISTRAR | 24b /REGISTRAR'S SIGNATURI 

vs alsa) y [4 Y MAY 2 0 "9 oh Rae 
1SM 10/57 b A 2 AA A b Boge, POC APNE ' es 


% te 
roy directar, 


Pages 1 and 2 shavid b 


Ce 


es that the death certificate be executed within 24 haurs ofter di 
Then please remave carbon papers. 


er this certificate has been signed by the ottending physician and completely filled in by the fu 


ING PHYSICIAN: The law requir 
pital ar attending physician. 


4 


the registrar prior ta burial, cremotian, ar removal, and in ony event within 72 haurs affer déoth. 


page 3 shauld be detached far use as the burial-transit permit. 


may be retained by th 


TO HOSPITAL OR ATTE 
TO FUNERAL DIRECTOR: 


VS AIS 
SM 9755 


= 


) \ 


& 


~ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5544 CERTIFICATE OF DEATH 95534 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If inition: Residence belore odmision) 
a. COUN °. : b. COUNTY, 
/ PRO. b MARYLAND fy A Fp L 
b. CITY'OR TOWN {If oultide corporote limits, write [¢. LENGTH OF STAY IN Ib || ¢. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) ‘ 
1“ f » = b 
d. NAME OF HOSPITAL {If not in hospital, give street address} d. STREET ADDRESS: e. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
YES 8 no 
3. NAME OF Fit Middle Lost 4, DATE Month Day Yeor 


DECEASED ye f ; OF 
H & 
{Type or print) A A A & DEATH LTA PM Mee Se ey 
5. SEX 6. COLOR OR RACE |7. MARRIED ["] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE kines IF UNDER 24 HRS. 
. a gst pirthdoy) Months! Do: Min, 
Ee AS wioowen [ks olvorceo (] 4 Ig ] 35 a Bs yrs. Bars " 
100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired} 
13, FATHER'S NAME A p) 14, MOTHER'S MAIDEN NAME 


C 
i LFA dpc EF 

lis sil lancet OO be og +e M 

Me See No NISL UAL LIAM PATH OEE uM onT Ome! 


18. CAUSE OF DEATH [Enter only one cause per {ine for {0}, (b), ond {c}-] INTERYAL SETweENy 
PART 1, DEATH WAS CAUSED 8Y: é ve eo 4 "i 
3 IMMEDIATE CAUSE {o] oo & Qf v = ues a 
: ’ DUE TO 
Conditions, if ony, which i 


gave rise to immediate 


cate (0), stating the under. (| CUETO 

lying cause last. a 
Fa Patt IL, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}|19. WAS AUTORSY 
= 
6 ves] not] 
= ]200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIGE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
& | OR CONTRIBUTING D) CAUSE OF DEATH 
© [IF EITHER, NOTIFY MEDICAL EXAMINER) 
= 

ae iin bit nla Gee ote. eee, 

& [2c TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County} (State) 
3 Hour a.m. While. Not white factory, street, office bidg., etc.) ! 
= . m. lot work [[} of work H 


21. | certify that | attended the deceased from_ AEA Y | O19. Ke to. ae 19.) i that | last saw the deceased 


: F di 
alive an___o__. ee LP aAG _ and that death accurred ae: _M, fram the causes and an the date stated abave. 
ADDRESS (Steel, city or townttohe) DATE SIGNED 


PHYSICIAN'S f + 
coms i T Weae Ap... MwtoW RVDOE MM A 
2p. : e OR . it 
v2 oy} |AME OF CEMETER CREMATORY 33 heen town, or county} 1. ___{Stote) 5 
LALA 1 YAY = IT. { DIPZSTfT/) [re 
nape BRECISHS 1%, p ORES, hi ab. REGISTRARS SIGNATURE 
ACOA [Lltraadiadee Yaf\owr yy 9 Ces 


FOR STATI 


HEALTH DEPT. 


d far you 


. Give Pages 1, 2, and 3 to the funeral direct 
ithin 72 hours ofter death. 


lang with form PM3. Page 5 moy be retai 


i! permit. 


i 


"in pencit 


e Chief Medical Examiner's Office 


g the ward “pending’ 


5 
: 
: 
3 
8 
€ 
4 
3 
3 
i 
x 
i3 
Fa 
3 
2 
A] 
2 
r © 
& 
Zz 
3 
2 
Ee 
8 
= 
G 
= 
= 
€ 
= 


‘age 3 shautd be wsed as o burial-trans 


or its designated agen!. priar to burial, cremation, ar removal, and in any 


¢ 


execute the cartificat 
4 should be forward: 


TO DEPUTY MEDICAL EX, 
TO FUNERAL DIRECTOR: 


YS. AISME 
5M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
- MEDICAL EXAMINER'S CERTIFICATE OF DEATH i ts) 53 


. Dist. Ne. 


1, PLACE OF DEATH eas psa 2, USUAL RESIDENCE (Where deceored lived. If inlitulion: Residence before odminion)_ 
©. COUNT 
Carroll manyiano || ° STATE pace 


B. CITY OR TOWN (tf ovhide ceporte limitn write RURAL | ¢, LENGTH OF STAY IN Ib ©. CITY OR TOWN (If auiside carparate limit, write RURAL end give neorest town} 


‘ead give nearest town), 


Sykesville L2yrs.!gnos. 2d Baltimore 


| Springfield State Hospital ___1030_Denver Street _ 


ON A FARM? 


yes (]_ NO (ge 


d. NAME OF HOSPITAL OR INSTITUTION (If aot in hospitol, give sireet address) a. STREET ADDRESS — = : i 18 RESIDENCE 


3. NAME OF i i = 4. DATE “Boy 
pete, Fit Lost DA Month Doy Year 
ees Sera) John, HYMES maa May 11 1958 
6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-]|®. DATE OF BiRTH 9. AGE Waren IFUNDER 1YEAR| IF UNDER 24 HRS. 
po aa Months | Days | H Min. 
White wipoweof] _—oivorceo 1] August 17, 1916 LY ell i ais = la = 
10a. USUAL OCCUPATION (Give kind of wark eq KIND OF BUSINESS OR ee BIRTHPLACE (State or foreign country) i CITIZEN OF WHAT COUNTRY? 


Raliroad brakeman Railroad West Virginia U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Lloyd Hymes Pearl Ware 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? * ‘SOCIAL SECURITY NO. |17. INFORMANT _ = 


ee. unknown) | lit yes. give She dates of vervica) a Springfield Hospital. Records 


18. CAUSE OF DEATH [Enter only one cause per line far (a), (b). ond (c).} EVA ewer 


TART DEATIMeDIATE cause fo) __ Acute myocardial infarction —_| Minutes 


f dis DUE TO 


Conditions, if ony, = Coronary thrombosis 


{)R shoee a? 
gove rite ta immediole cause 
to}, etfs the underlying( OVE TO 


(a tnt ee Z = “ 


PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO > THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. WAS Autopsy 
Schizophrenic reactim, hebephrenic type. wR NOD 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part f of Port II of item 18.) 
PRIMARY ae CONTRIBUTING 1 
CAUSE OF DEATH. - None 


0c, TIME OF INJURY Month, Day. Year | 20d. INJURY OCCURRED |Z0e. PLACE OF INJURY (Home, form, 1208. (Cily or town) (County) —s~«*« State) 
Hour 9, m. While Not while factory, street, office bldg. efc.) 
“pm. = 9 at work [J ot work [J - j 


21. I certify thot 1 took chorge of the remains described obove, held on Autopsy FX], Inspection], Inquiry FE], ond in my 
opinion deoth sesulted from: Noturol couses¥]), Accident [], Suicide [], Homicide [[], Undetermined manner [] 


< \ 
1) d 
f Viera CHIEF MEDICAL EXAMINER [-] ea Nad 


M0, 
ASSISTANT MEDICAL EXAMINER [7] Sw sy, ks a 
DEPUTY MEDICAL EXAMINER TA, 


MEDICAL CERTIFICATION 


Zo. BURIAL. CREMAT Pe. Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, oF county) —jstate) 


"BURIAL 5 United Brethren Junior W. Va. 


23, FUNERAL DIRECTOR'S SIGNATURE ADORESS 24a, RE! BY REGISTRAR 24. REGISTRAR’: SIGNATURE 


C. M. Waltz, Winfield, Md. cae MAY 1-45 LO Se 


Pages | and 2 shau!. 


hin 72 hours ofter death. 


ires that the death certificate be executed within 24 haurs after death. Page 4 
Then please remove carbon papers. 


: The law requi 


or attending physician. 
is certificate has been signed by the attending physician and completely filled in by the fune 


¢ 
poge 3 shauld be detached far use as the burial-transit permit. 


may be retained by the 
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TO HOSPITAL OR ATTENDING PHYSICIAN 


Vs A15 (4) 
15M 9755 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5546 CERTIFICATE OF DEATH eereniuen dee 


fs acai all 3 ete trieticbhee (Where deceased lived. If institution: Residence before admission) 
°. oo b. COUNTY 
Carroll bape huss Maryland Cit 
b. CITY OR TOWN [if outside corporote limits, write ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) ‘ 
Sykesville lyr7mo.27days Baltimore (11) 3BVol-¥ J 
d, NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 1010 Union Avenue ves [] No 


3. er First Middle fost 4. one Month Day Yeor 
(ype or prin CLARA ANNICE JOHNSON DEATH May 1 ig 
3. SEX 6. COLOR OR RACE |7. maRRIED [7] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
oy dey} F Months Hours Min, 
Female White |wiooweo owvorceof] | 3=3-80 uf 
100. USUAL OCCUPATION (Give kind of work dene] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most_of working life, even if retired) U.8.4 
N hilds Nurse Pennsylvania 5,4, 


3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Emanuel Clingerman Mollie Mary Bovlman 
th ares Ee ne U.S. byes pe Se 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
ett ies Bi grace eater 
No aes Springfield State Hospital redords 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c)-] 


PART 1. DEATH WAS CAUSED BY: 
“ _ IMMEDIATE Cause (o1_Artertosclerotie heart disease, 


DUE TO 
if ony, which w__Bronchopneumonlas Days 
gove rise to immedicte 
couse (a), stoting the under. ( OVE TO 
lying couse lost. (¢). 
FS Faar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART l(o)]19. WAS AUTOPSY 
5 CBS associated with disturbance of metabolism, growth or nutrition, wilthe of xo 
u Sen e Drain diseases ith ps etie-peretion 
= | 200. ACCIDENT WAS UNDERLYING L] | 20b. DESCRIBE HOW4NIH CURRED. (Enter ndture ct infury in Port | or Port It of item 1B.) 
& |] OR CONTRIBUTING LJ CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) | 4/7 / 9 
& [20c. TIME OF INJURY Month, Dey, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stotey 
a Hour om While Not while factory, street, office bldg., etc.) . 
= pom. 19 Jot work [7] ot work H 
21. | certify that | attended the deceased from___.9=18 19.56, a _ 19.58. that | last saw the deceased 
live on. £_s.. 2.22 CS 12___SB_, and that death occurred at_11:55Pm, from the causes and on the date stated above. 
5 ADDRESS (Street, city or town, stole) DATE SIGNED 
ACTUAL ¢ ti . i PD Ss 
SIGNATURE___ +4 -f/ mo... Springfield State Hospital _ 
PHYSICIAN'S 
Name (tyes) __ Gertrude M. Gross, M, D, _-...- Sykesville, Maryland... 
‘2b. DATE THEREOF, 2c. NAME OF CEMETERY OR EREMATORY 72d. LOCATION (City, town. oF county) (Stote) 
REMOVAL (Specify) 
ae IS//SLSEF |Depyo HIDGE g VALE , MD. 
23. FUNERAL DIRECTS SIGNATURE, ADDRESS: -—) 2do. REC'D BY REGISTRAR | 4b. REGISTRAR'S SIGNATURE 
O. Olmecne -SEIF Arlene, ire a, 


Re x 


pi “ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


OO Zz, 5547 CERTIFICATE OF DEATH tes. dia. Wo (55 3'7 
1, PLACE OF DEATH 


+e 

e ? COUNTY 2. USUAL RESIDENCE (Where deceared fived. If institution: Residence before edmission) 
< pe ‘ CP °. b. COUNTY 

ee AELOL se ie ARYLAWL COR ROLLA 

= 


K b. CITY OR TOWN (If oulside corporote Simits, wrile | ¢. LENGTH OF STAY IN tb. | ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give neorest Bo i FARS NEW WINDSOR 


d. peg ea aa {If not in hospital, give street oddress) d. STREET ADDRESS e . REE 
IN ARM 
HLE sf. ChbR tH RS TE, Yes [] No 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED , 


(Type or print VO BEF LU LAMAR AZ 12H 


yeors [IF UNDER t YEAR| IF UNDER 24 HRS 
Months] Days ee Min. 


Pages 1 and 2 should be fited with 


ot 10a. USUAL OCCUPATION {Give kind of work done/10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during most of working life, even if retired) ha d & 
ACCOUA We OFFICE SIBRYZAPND u 
J 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Ro BERT. BSIAR ATU ERIWE  SINN 


15S. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 1). ip) 
Yes. n0, oF unknown) {I ye, give wor or dates of service) : ea sf 
‘ , 
ND 082-/6-IUYNADAH _D LANAR NEW WiWbso 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)] INTERVAL BETWEEN, 


4 Sa to ONSET AND DEATH 
PART !. DEATH WAS CAUSED BY: 7 
TMMERIATY Cause dex) Ime dt We. - 


Then please remave carbon papers. 


the registror priar to burial, crematian, ar removal, and in any event within 72 hours 


DUE TO 
= Conditions. if ony, which (o) 
€ gove rise to immediote 
& couse (0), stoting the under: {| DUE TO 
lying couse lost, (a. 
Pant tf, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOrSY 
yes] NO 


te hos been signed by the attending physicion and campletely filled in by the funer 


200. ACCIDENT WAS UNDERLYING ( 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) (Stote) 
Hour 0. m. While Not while factory. street, office bldg., ete.) | 
p.m. fot work [J] ot work [] / t 


21. | certify that | attended the deceased from. (Ved. pale. Lf . Bhm 1 195 A, ta_Z bey es 2B 195 3..that | last saw the deceased 
alive on fvhe-<«, hy ela i Coe and th t death accurred otf 0/24, fram the causes and an the date stated ebave. 


nding physicion. 


tal or at 
this cert’ 
MEDICAL CERTIFICATION 


NDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after dea 
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ie. 
4 é e a3 / 5 L D ADDRESS (Street, city or town, stote) DATE SIGNED 
a j 
“pe SIGNATURI : line Ris lak Mee eee Ceol A. ee a : 
Ors 4 
35 PHYSICIAN'S — sr A 
seg NAME (Typ@) Aden [5 _f . JP /R-AS pF = Ms DATES (ae Dehn oe 
% 83 Me. BORLA CREATION, | 726 TURE: THEREOE 7c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City. town, or county) (Storey 
>> pecity) 

ats fEMptul 5/26/59 | FoRT WNGoLA WASH WE TON D 
le 4 24a. REC'D BY REGISTRAR ‘2ab. REGISTRAR'S SIGNATURE 

YS A15 (4) 1 

15M 10/57 LMA, DATE po sry f£ 


I LAO 


1 hy ; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05538 
48 CERTIFICATE OF DEATH Reg. Dist. No. 


ge 
A ‘3 Tt ee 2. Bp ag cs {Where deceased lived. If institution: Residence before admission) 
i oa ‘k b. COUNTY 
Carroll ee Maryland Montgomery 
re b. arn NS (lf a Fee limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
ond give neorest town] , / 
B Sykesville 12 days Silver Spring / 2 
£ A al d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADORESS 1S RESIDENCE 
* / OR INSTITUTION i ON A FARM? 
OF Springfield State Hospital Uninown ves] no} 
z 
° 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
- DECEASED af OF ‘ 
3 {Type or print) Robert Henry McClure DEATH May 26, 1p 58 
2 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH %. Eines TF UNDER 24 HRS. _ 
FS ost bith i oaee 
Male White WIDOWED DIVORCED xinkeewmx 12/1 a esha 
GO: 
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12, CITIZEN OF WHAT COUNTRY? 


US .he 


11, BIRTHPLACE (Stove or foreign country) 


eo Canada 


14, MOTHER’S MAIDEN NAME 


Xakoeee Olive Miller 


¥Oo, USUAL OCCUPATION (Give kind of work done 
during most of working life, even if retired) 


Unknown 
13. FATHER'S NAME 
Unrkoom William H. McClure 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
Wie reniitbrarcend Wipes, give, cor or data ot vaio) 


() - 27-05= Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 


10b. KIND OF BUSINESS OR INDUSTRY 


Then please remove corbon popers. 


thot the death certificate be executed within 24 hours ofter death, Poge 4 
dyent within 72 hours ofter death. 


ONSET AND DEATH 
PART |. DEATH WAS CAt Y Ceral v4 1 i t 
oo DEATIMMEDIATE CAUSE fo fel Days 
: DOOR 

Conditions, if ony, which w__Cerebral arteriosclerosis Years 
s gove rise to immediate puere 
3 a , toting thi der: 
te2e osaicici were ___Ceneralized arteriosclerosis Years: 
esc8 ering couse cli. 
385° ra Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
SAE te =| C.B.S. associated with artericsclerosis. PERFORMED? 
ehgos Ss ves] No [2 
Eo BS = 1200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injuty in Port 1 or Port It of item 1B.) 
s ke & | OR CONTRIBUTING ©) CAUSE OF DEATH 
Zeges G | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
SsEss & |20e. TIME OF INJURY Month, Day, Yeor ]20d, INJURY OCCURRED [200 PLACE OF INJURY (Home, form, 120f. (Cily or town) (County) (tote) 
5.295 6 Hour 0. m. While Not while Peers Nceet cece ere ie/c])) 
z= ae 3 pom. 19 Jot work [] ot work [J] : 

sf ~ ~ “ 
Be 21. | certify that | attended the deceosed from_“!8Y 142 1920, to AY 699 192° that | last saw the deceased 
28 , 

34 < 3 si olive eh 1938, and that death occurred ct_- *M, from the causes and on the date stated above. 
e = roy 3 = ADDRESS (Street, city or town, state) DATE SIGNED 
ass wo. Springfield State Hospital 5/26/58. 
OFGRa CRUSE PSL SO aepee Bare oe Re ee. eee IS. ia: 
<egse Maetives " Agustin delCampo, M.D. Sykesville, Maryland. 
eee s soaeeee nen nee neem ornare anna ann ee see eae eseeeeaeeses: 
s3 z 3 p 220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City. town, of county} {Stote} 
QeP os REMOVAL (Specify) ut a 
ofo a+ ema an 6 g eda Ej Suitiand ,Mar an 
- - 


23. FUNERAL DIRECTOR'S SIGNATUR ADDRESS 2fa. REC'D BY REGISTRAR | 24b, GISTRAR'S Se 
Qe 


Tse Wat ob [fk ike Ga 2 RY Beth esdly, Aj _Lhoate JUN 2 158 Py RO Re 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = 
5 5 49 Qo a 3 ss) 
CERTIFICATE OF DEATH Regent 


1 wee x va | ide ans (Where deceased lived. if institution: Residence before admission) 
€ M di Carroll MARYLAND * Maryland b county Washington 
- b. CITY OR TOWN {IF outiide corporote limits, write |e. LENGTH OF STAY IN 1b © CITY OR TOWN {IF outside corporate limits, write RURAL and give nearest town) v7 
syle ‘ond give nearest town) ‘ r 
Syke gviiie hmos.16days Hagerstown ¥ ‘ 
Pond ‘Sentai HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS: e. Pay 
I pringtield State Hospital 143 W.Franklin St. ves] No Df 
3. N prog eu First Middle lost 4. teks Month Yeor 
(Type oF print) Verna Margaret Uhler McLAIN DEATH May 26, 1958 
$. SEX 6. COLOR OR RACE | 7. MARRIED ["] NEVER MARRIED [7] |. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Tost bithday) Min 
Female White wipowep EK —_bivorceD [] February 4, 188 3 


10a. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


lease remove carbon popers. Pages } ond 2 should 


thot the death certificate be executed within 24 haurs ofter death, Page 4 


re peemt abe, WE. 


Ro. BURIAL, eras ‘22c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
i ja 
Doerr” 6/3/58 Rest Haven cemetery lHage E 


own sh 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR ‘ab. REGISTRAR'S SIGNATURE 
Kui = |_ Andrew K. Coffman Hagerstown Md, vate JUN A'S aay 


may be retained by the h 


TO FUNERAL DIRECTOR: 
page 3 should be detoch 


o 
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2 
2 
> 
4 
3 
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fs 
> 
3 
ry 
e 
825 during most of working lif if retired} 
& 3 ps 3 wor ing fe, even if retired) ty Maryland US Ae 
z , 
i s J 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2oo William Uhler Martha Gordon 
= 3 15. WAS. Es dena et INU. S, ARMED renee V6. SOCIAL SECURITY NO. |17. INFORMANT Address: 
= West perectnbnen)~_ B0\yos, Peale or aera of Secs) : " 
oon No - - Springfield Hospital Records 
SBE 18. CAUSE OF DEATH [Enter only one couse per line for (0). (B). ond (ch-] ONSET AND DEATH 
oe: PART | DEATH MEDIATE CALISE (a) Arteriosclerotic heart disease. ears. 
=F 8 “Ys 0 DUE TO 
= Be = Conditions, if ony, which (b 
S$ BES Gove rise to immediote 
5 sks couse {0}, stoting the under. ( DUE TO 
= § - 22 lying couse fost. e) 
3 ig 8 5 2 ia Pant Il. OTHER sohayed meoaes CONTRiBUT! TO DEATH BUT NOT REI ole. To pen at ene CONTI Rot .GIVEN IN PART 1{0}/ 19, aie AUTOPSY 
SESE =IC.B,S. a seciaye cer prat Ses tose! erosis,W: payeno tic re= RFORMED? 
gesde Sta on etal - D ohn S s) wo No [ 
et © B 2 = | 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY ocean (Enter noture of injury in Port I or Part II of item 38.) 
get. & | OR CONTRIBUTING [J CAUSE OF DEATH 
a§ 3 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Z os 35 & [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home. form, 1 20F. {City or town) {County) {Stote) 
ibe. Sho. 6 Hour o. m. While Not while factory, street, office bldg.. etc.) 
apes g p.m. 19 lot work [J ot work CJ ‘ 
eee Ooty 7 7 
2 5 21. | certify that | attended the deceased from January. 10,., 1998, to May 2 , 19.29 that | last saw the deceased 
3 is alive on , and that death accurred at? _M, from the causes and an the date stated above. 
Ee - ADORESS (Street, city or town, stote) Z DATE SIGNED 
< x UAL 
Pe 3 SIGNATURI bo, Springfield State Hospital 5/27/58 
a; i 
a 5 
e 3 
= Pe Be 
° 3 
4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires thot the death certificate be executed within 24 hours after death, Page 4 
Pages 1 and 2 shauld 


in 72 haurs-cfter-death. 


Then please remave carbon popers. 


1 or attending physician. 
this certificate has been signed by the attending physician and completely filled in by the funi 


for use as the burial-fronsit permit. 


the registrar priar to burial, crematian, ar removal, ond in any event wi! 


9 


may be retained by the 


TO FUNERAL DIRECTOR 
page 3 shauld be del 


VS ANS (4) 
15M 10/57 
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A 


ey 


bean 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5599 — CERTIFICATE OF DEATH wwe on n55.40 


+; i oe al z& eee (Where deceased lived. If institution: Residence pers admission) 
Carroll MARYLAND Maryland b COUNTY BaltosCity : 
b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, weite RURAL ond give nearest town) 
sykesvilie ” loyrs,9mos.13days Baltimore BVO fey 
d. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ADDRESS. e 1S RESIDENCE 
Springtield State Hospital 3906 Falls Road YF] NOX] 
a. Bectseed First Middle lost . OF Month Doy Year 
tipeeneratl Sherman Luther _ MECHALSKE Sam May 26, 19 58 
5, SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [] | 8. DATE OF @IRTH 9. AGE (In yeors ie ory TYEAR]IF UNDER 24 HRS. 
Male White WIDOWED pivorceo January 21, 1896 8 el aoc lec laal dsle tes 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if “ey 


Oiler in cotton b: 


11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.Ae 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Mechalske Charlotte Baublitz 
es atl S otal ltl oo SpE EO ORES 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
No = - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c) j 


PART |. DEATH Was CAUSED eY., Acute myocardial infarction 


IQ AX DUE TO 
Conditions, if any, =a = Coronary orifice occlusion 


INTERVAL BETWEEN 
one AND DEATH 


nutes 


Minutes 


Sa " 
gove cise 10 immediote (1. 


couse (0), stoting the under- % 
@—_Syphilitic aortitis 


lying couse tout. 


Years: 


3 P Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT mene ee THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 

=|‘ sychosis with centra nervous system syphilis, tabo-paresis, oa 

g 

= 200. ACCIDENT WAS_UNDERLYING (1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 

& | OR CONTRIBUTING [J CAUSE OF DEATH. 

© | (IF EITHER. NOTIFY MEDICAL EXAMINER) , 

= 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stole) 

ro Hour a. m. 0 While. Not while foctory, street, office bldg., etc.) | 

53 p.m, lot work [7] of work [7] 1 
21. | certify that | attended the deceased fram March 7, ___, 12 BY £09 19.2 that | last saw the deceased 
alive on__ Ma, 26, 1958 _ ae and that death occurred at. 354M, fram the causes and on the date stated above. 

ADDRESS {Stree!, city or town, stote) DATE SIGNED 

ACTUAL AS. gp A~, ‘ 
SIGNATURI mo. _Springfield State Hospital 5/26/58 


PHYSICIAN'S 
(Penn Re eo nba ee el a a a ae eS 


720. BURIAL, CREMATION, | 22. DATE THEREOF ‘ic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) Sigte) 
JIMOVAL (Specyy) ae <P 4 I, a 
4) _t¢-<-as fPidkef of F a ES ns Mh Eke pees LECT - 
Yl Za. 


Me. GD w | = REGHTRARS SIGNATURE 


ef 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
FOR STATE MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


HEALTH DEPT. 1 boat aal DEATH S551 2. USUAL RESIDENCE (Where deceosed lived. If institution; Residence alow Sdeinien) 
i Carroll marnano || °F Maryland * CONN Preserick 


b. CITY OR TOWN (tt ourice corporate limits, write RURAL ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (if autside corporate limits, write RURAL ond give neorest! town) vr 


ey ae 
Sykesville 2lyrs,fmos.1l2days Libertytown jox.2 

d. NAME OF HOSPITAL OR INSTITUTION (if not in hespitol, give street address) d. STREET ADDRESS 3 Te. TET, * 

/S | Springfield state Hospital ves) No CK 

First Middle 7 ~ Manth Sosyt eee 


‘ oF 
{Type ar print) Ella May Morrisey 21 3 9 58 
5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [| 6. DATE OF BIRTH ie (in yoon [XFUNDER, so a 24 HES, 


Bae 


ico beter) : 
Female White wioowen[] —ovorceot | May 24, 1908 er ikl eae, oad Mae 
T0o. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN ‘OF WHAT COUNTRY? 
juring most of working lite, even if retired) 
stic - Maryland _ U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Matthew Morrisey Hannah Murphy 


15. WAS DECEASED EVER IN U.S. ARMED vad SOCIAL SECURITY NO. | 17. INFORMANT Addres 


‘x io oa ileal kag NON E Springfield Hospital Records _ 


16. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c).] INTERVAL BETWEEN 


ONSET AND DEAIH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o) __ Bran chopneumonia 
“L16 x 
Canditions, if ony, which Pulmonery embolism, right lung 


immediate cove 


Fite pages 1 and 2 with the State Boord of treakh, 


along with form PM3. Page 5 moy be retained for your 


“$s Offi 


Jeers. _ 
vis i, OTHER wit ICANT moi CONTRIBUTING TO DEATH BUT NOY RELATED TO THE TERMINAL DISEASE CONDITION: GIVEN WN PART Hi: WAS AS AUTOPSY 
PERFOR! 


miner 


PART 
Psyc hosis ental deficiency, Fracture, left femur. ete ic oO 


“pending” in pencil in [tem 18. Give Poges 1, 2. and 3 ta the funeral directar. 


staal rag wns a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part 11 of item 16.) 
CAUSE OF DEATH. Patient fell on ward, while going to bathroom 


20e, TIME OF INJURY — Menth, Day. Yeor [70d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) ~ (Stete) 
ae street, office bldg., ete.) } 


6245 RR May 16,158 [ooo onan] \Hospi tal j Sykesville Carroll Mde 
21. V certify that { tack charge of the remains described abave, held on Autopsy [XJ], Inspection}, Inquiry K], and in my 
opinion aa ulted from: Notural causes [3 Accident [], Suicide [], Homicide [[], Undetermined manner [] 


DATE SIGNED 
Sewature_ MALL v). DI Lape) _ mp, CHIEF MEDICAL EXAMINER [7] 


ASSISTANT MEDICAL EXAMINER [1] 
EXAMINER’: 
Cagens James T, Marsh, M.D. DEPUTY MEDICAL EXAMINERT] of 21/58 
22a. BURIAL CREMATION Zab. DATE THEREOF | 2c. NAME OF CEMETERY OR CREMATORY i LOCATION (City. town, ar county) " (State). 


iim ey ie | ST PETERS ZIBERTYToWN ___ Dd 


23. ire DR ECTOR #3 yy Ta TURE ee ADORE: 2ho. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
/ of 
Lous LMOLLAMAALE i! ‘eye aw / 
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he Chief Medical Exa 


ing the word 


¢ 


NER: 
‘oge 3 shoutd be wsed as a burial-transit permit. 


ar its designated agent, prior ta burial, cremation, ar removal, ond in any event within 72 hours ofter death. 


4 shauld be farwarded 


TO DEPUTY MEDICAL EX. 
execute the cerlificote, 
TO FUNERAL DIRECTOR: 


Nittigs by Y 
ra 


J 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 95542 
y e MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


FOR STA 5 Reg. Dist. Ne. *S. 

HEALTH DEPT. 1, PLACE OF DEATH: r 2. USUAL RESIDENCE (Where deceased lived. If inttitution: Residence before odmisiion) 
eo 0. COUNTY 4, AR 4 o. STATE COUNTY 

lige ON oLL warnwe ||" ZAR YLEWVD ON Opps bh 
a uy M b. = OR TOWN ‘ woe! corporale limits, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporate limits, write RURAL end give nearest !own} 

5 ond give reoredt WN DS is ¥ 

E WINDSOR FURRL YEARS NEW WiNdsoh  ToRAd 

tf d, NAME OF HOSPITAL OR INSTITUTION (IF not in fel give street oddress) , a. STREET ADDRESS 0.15 RESIDENCE 
g ON A FARM? 
A SS ne7 = eit nD ves fer 
be _ = — a a f= 
3 3. NAME OF First Middle Lost 4. DATE Ay 4” Yeor 

~ DECEASED or 

se (Type or print) BERMWI CE BEL SER Mth ke qA/ | beatH a 
5 5. SEX 6. COLOR OR RACE |7- MARRIED (J}-MEVER MARRIEO []| 8. DATE OF BIRTH 9%. rad uf. hy —- TYEAR| 1F UNDER 24 HES__ 
‘~ Months | Boys | Hours | Min. 


tig wiooweo [] _—oivorceo [) - SIZ Bem. 


Wo. USUAL oe eo ged kind of work done| 1b. KIND OF BUSINESS OR a 43 oe {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


“USE WEE \own Home | _HAwarr | Ys 


13. FATHER’S NAME V4. MOTHER'S MAIDEN NAME 


Joy J _ BELSER aad SEVIS 


ve Pages 1, 2, ond 3 to the Funeral director. 


dicol Exominer’s Office along with form PM3. Poge 5 may be retained for your % 
File poges 1 ond 2 with the State Baord of 


ny event within 72 hours after deoth. 


/ 1S, WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. aurea kv, iP yi) Zz 
SS ead ba L 

I No SAS OS- "Zaid MRLES ASOKROW NEW _WIKDSOR (WD 
= 18. CAUSE OF DEATH [Enter only one couse par line for (0). (b), ond {c).] wsTenyal erivatens 

€ 

g rao Ea oromshy eek uscon 
ne del DUE TO 

tions, if ony, which * Meet 


jo immediote couse 
the undertying( OVE TO 


{ch —_ == 


ge 3 should be used as o buriol-tronsit permit. 


or its designated ogent, prior to burial, cremation, or removal, end ino. 


3 

eS 

2 é PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 6UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}])9. WAS AUTOPSY 
. 

s é 3 YES wat = 
B B [200. EXTERNAL CAUSE Was 20. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port { or Part Hof item 18) 

ve PRIMARY C] or CONTRIBUTING 

Le 4 6 | cause oF peatH. 

i. = —_ = = : 

of 3 [20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1204. (City or town) (County) (Store) 
=u e Hour 9, m. While Not while foctory, street, office bidg., etc.) { 

De g p.m. 19 ot work [1] of work : 


21. L certify that | took charge of the remains described above, held an Autopsy [], Inspection [WY Inquiry and in my 
apinion deafh/resulted from: Natural couses Accident (J. Suicide [], Homicide ([], Undetermined manner [7] 


‘ \ 
f DATE enw) 
‘ SIGNA Lf. a ae *, ¥ Weare h) wap, CHIEF MEDICAL EXAMINER [) 
2] Kok = ASSISTANT MEDICAL EXAMINER [7] 
AME ( Pel JAMES TP ARS th DEPUTY MEDICAL EXAMINER TSX as 2 J¥L 5 3 
tote) 


To. ‘RURAL CREMATION, oN DATE THEREOF sy) NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) 


PEMAT Ib py 5/1591 FORT LINCOLN West, Caw 2D. CG, .~ 
ME atic ‘ 23. REY INERAL DIR) lb 'S SIGNATURE ADORESS 4 Ma. REC'D BY REGISTRAR 24b. REGISTRARS SIGNATURE 
a ig hd Al Yodan, IL AWAY 6158 | Eoa? er 


¢ 


4 should be forwordedt 
TO FUNERAL DIRECTOR: 


execute the certificate, 


TO DEPUTY MEDICAL EXAMINER: This certificate should ba executed within 24 hours ofter death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


leg isis 
43 
D 5553 CERTIFICATE OF DEATH eng 
ce g. Dist. No. 
ere 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If iaittion: Retidence before admission! 
Gi 
a Carroll MARYLAND “Y Marylane * cou"Baltimore City 
= Ls CITY OR TOWN (If auhide corporate limi, write [c. LENGTH OF STAY IN Tb lee ©. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 7] 
‘ond give nearest town) 
2 M Sykesville P3yrs,9mths, liigys Baltimore f 
a d. ats OF eae {If not in hospital, give street address) d. STREET ADDRESS: nore e. ea 
25 pringfield State Hospital. 3616 Second Street. Brooklyn ves] NOEE 
5 3. NAME OF First Middle lot 4. DATE Month Day Yeor 
3 (Type ar print) Norman Mollinix | beam May 29 19 58 
: 5. SEX 6. COLOR OR RACE [7. MARRIEGHL] NEVER MARRIED [_] | 8. DATE OF Bieri 9. AGE tin ysors iF UNDER ) YEAR|IF UNDER 24 HRS. 
Irthdoy ; 
Male White winowen [J pivorceoE] | 11=2h-0) ys. ou 


100. USUAL OCCUPATION (Give kind of work done 
during mast of working life. even if retired) 


Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


borer Maryland U.SeAe 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Albert Nullinix Annie E.Cain 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(aria wines yt ysinghes Sere an ot SAT 
No Hospital records. 


1B. CAUSE OF DEATH [Enter anly one couse per line for (0). (b). ond (c).] 


FART |. OFATH Mepuate-cause jo. chronic Fibrosis of the lungs 
aD X DUE To 


INTERVAL BETWEEN 
ONSET AND DEATH 


ars 


Then please remove corbon popers. 


that the deoth certificote be executed within 24 hours ofter deoth’ Page 4 
any event within 72 hours ofter deoth. 


this certificate has been signed by the ottending physician ond completely filled in by the funer; 


s Conditions, if any, which »Chronis Pulmonary Emphysema 

Siae gore rise 10 immediote ( Ebi 
2S 8 ’ couse (0), stating the under. 
ge tying couse lott. Right Heart Failure j 
zu G ‘3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vfoy | 19. Reo 
Cea eee uy 
weeee Sehyz ophrenic reaction other and unspecified. ves] NODE 
= roe 6  [200. ACCIDENT WAS UNDERLYING (]__| 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part lor Porl It of item 18.) 
ea ed © | OR CONTRIBUTING LO) CAUSE OF DEATH 
ages & |i EITHER, NOTIFY MEDICAL EXAMINER} 
g o5a8s  [20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town} (County} (Stote) 
=5 23 a Hour o.m. While Not while foctory, street, office bldg.. ete.) t 
cee Me 5 3 p.m. 19 Jat work [J] ot work O ' 

ge & 
2: . 21 7 that | attended the deceased from__©™ 0" 19.29 to 0 mers =, 19.2% that | last saw the deceased 
Zz (3 
34 g 3 a alive on 29 19 , and that death occurred nl, jp cel M, fram the causes and an the date stated above. 
£2632 ADDRESS (Street, city or town, stote) DATE — 

SE 
< S560. A a St Hospital = 30—! 
apess SIGNATUI MD. Springfield ate ita 5~30=5 
Oesza | 
Zit aes PHYSICIAN'S 
eises NAME {Type} Pe eee ae ee ee. ee ee ee ee 
&SEOD 72. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county} {Stote) 
O,5 5+ REMQVAL (Specify) 2 8 i 
ZbLSe Burial 6/2/5 Cedar Hill Cem. Brooklyn, Mde 
4 e he 23. FUNERAL DIRECTOR'S SIGNATURE x ADDRESS ‘24a, REC'D BY REGISTRAR ‘24. REGISTRARS SIGNATURE 

vs Aisi |\) McCully Funeral. Homes 130 E. Fort Ave. 1 Q Lae J 

15M 10/57 bes N eG 1S Gry yews. 


is 


MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 


CERTIFICATE OF DEATH 
5554 o> Reg. Dist. No.. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


rs after death, 
‘After thi 


COUNTY ] MARYLAND state Poaryilsn COUNTY 
CHY _(\Foutside corporate limits, writa RURAL TENGTH OF STAY CITY {If outside corporate fimits, writa RURAL end give neares! town) 
Rand give neerest town) (in this plece) OR 
TOWN . eal : TOWN » San 
(= VeOars ira! ste 
HOSPITAL OR ‘ STREET (if rurel give locetion) 
INSTITUTION OR ADDRESS 
STREET ADDRESS 


NAME OF (First) (Middle) {Lest} 4. DATE (Month) (Dey’ (Yeer) 
DECEASED oe 
(ype or Prini) ; 


Charles vee DEATH ~ 6 w 58 
| 6. COLOR OR 7. SINGLE, MARRIED, 3, DATE OF BATH 9. AGE lest bithdey |_iF UNDER T YEAR [IF UNDER 24 HRS. 
A Month | Tevet 


WIDOWED, DIVORCED, ‘Months Deys Hours pes 


te be executed within oy 
NX 


ical 


es See) os vole I 4 66 yrs. 


i 44 
10a, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS 11. BIRTHPLACE (Stete or foreign country) 12, CITIZEN OF WHAT 


done during most of working life, even If OR fNDUSTRY COUNTRY? 


retired) = P arm Marviand U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Sareh Roser 
17, INFORMANT & ADDRESS. 


iida Wimert, westminster, Md, 


INTERVAL BETWEEN 
ONSET AND DEATH 


INSTRUCTIONS 


IMMEDIATE CAUSE {A) 


ANTECEDENT CAUSE(S) DUE TO 


DISEASES OR CONDITIONS, IF ANY, () 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 


TI OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


19e, DATE OF OPERATION 1%. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 
ves [] no [| 


21e. ACCIDENT WAS UNDERLYING [) 21b, PLACE (Home, farm, fectory, 2ic, WHERE DID INJURY OCCUR? (City or in} (County) (State) 
OR CONTRIBUTING [J CAUSE OF DEATH. OF INJURY street, offica bidg., etc.) “ t a — 
(if EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Day) (Yeer} (Hour) ] Zia, INJURY OCCURRED 2if. HOW DID INJURY OCCUR? 
White Not whila 
M,_|_at work ot work 


22. | hereby certify that | attended the deceased from.... oA eke ie. toc. 3 ative, 192, that | last saw the deceased 


alive on..2om. a 19.5..5...., and that death occurred at. ssc, from the causes and on the date stated above. 
SIGNATURE ADDRESS (Street, city, town, steta) 
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M.D. 


23. BURIAL, CRE DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) 
REMOVAL (erecryy 


Burial Way &, 1958 |Pleas e i eas Valley 
EGISTRAR'S SGNATERE] jrleasant Valley, Bénetery tisacant Valley. 


24. REC'D BY REGISTRAR rE ee Pa DIRECTOR'S SIGNA “ADDRESS 
PE ler TE Sac 
|_DATE MAY _8 08 Reet a 2 £51 in neytown, Maryland 
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TO ATTENDING PHY: 


rector, 


Pages 1 ond 2 shauld 


thot the death certificote be executed within 24 haurs after death: \ Poge 4 
Then please remove carbon popers. 


ires 


The tow requi 


this certificate has been signed by the ottending physician ond completely filled in by the funer 


for use os the burial-transit permit. 
the registrar prior ta burial, cremation, or remavol, ond in ony event within 72 haurs after death. 


IG PHYSICIAN: 


4 


pres 
4 
<35% 
avs 
Oo 262 
reactor 
Zs<2 
& ofa 
63882 
rez? 
° Eo a 
- 

VS AN5 (4) 
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iy orgs! paade AO Se Lacll: 30) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 - 
i 
CERTIFICATE OF DEATH 95545 


Reg. Dist. No. 
ps eel os * Pcie Ageia ag (Where deceased lived. If institution: Residence before admission) 
oe a is JUNTY 
Carroll MARYLAND Maryimd By 
b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN ([f outside corporate fimits, write RURAL ond oye nearest town) v 
RURAL ond ae neorest town) ; 
Rura Sykesville s.9mos.18dashaltimore City y y 
d. NAME OF aaa (If nat in hospital, give street aan d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
pringfield Btate Hospita unknown vés() no C% 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED OF 
eer sid Tons 4 NICOLINO DEATH May 2h 19 58 
5. SEX 6. COLOR OR RACE | 7. 5 NEVER MARRIED [-] | 8. DATE OF @IRTH 9. AGE {In years [IF UNDER | YEAR] IF UNDER 24 HRS 
lost birthdoy) [Months Hours [ Min. 
male white wivoweo [i] pivorceo] | unknown Pyis. | a = = 
100. Le Hee PE CUPRTION, Bie kind a ee 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 112, CITIZEN OF WHAT COUNTRY? 
uring most of working life, even if retired) v 
borer unknown Italy Italy (alien) 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
unknowm unknown 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address Dykesvi I I By i de 
(Yen. 00, oF unknown} Ut yes, give wor or dotes of rervice) s 
no ce unknown Records of Springfield State Hospital 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PART I. DEATH MEDIATE Cast fo) Coronary occlusion 


xO, { DUE TO 
Conditions, if ony, which w Myocardial degeneration ore than 


gove rise ta immediote 
couse (0), stoting the under- { OUETO 3 weeks. 


lying couse lost. fa 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) | 19. be He th 
Paranoid s tate ves] No CH 


200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port if of item 18.) 
OR CONTRIBUTING LD) CAUSE OF DEATH 
(IF ELUMER, NOTIFY MEDICAL EXAMINER) ——— 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
Hour o.m, While Not while foctory, street, office bldg., etc.) | 
p.m 19 fot work CPErWork ] —— H aad 


21. | certify that | attended the deceased fram_Septie J______ WAT, to_May 2h, 19.58. that 1 last saw the deceased 


INTERVAL BETWEEN. 
ONSET AND DEATH 


minutes 


MEDICAL CERTIFICATION 


alive on_May 2h eng 12.58, ond that deoth occurred at7345FP_M, fram the couses and on the dote stated cbave, 
ADDRESS (Street, city at town, stote) DATE SIGNED 
SIGNATUR Srm2ADQ— Srv , “hy 2s speingtiedi State Hospital. ne 5. 5/26/58 


PHYSICIAN'S 


eae ee Martin Grogs MeD,—___— siren Taras 


“% NAME OF CEMETERY OR £8 Tid. LOCATION (City, town, or county) {Stote) 
ova i oJ . 

A . ‘ 

SKE ef- 3 d Let One Lhie 


. [24 REC" 'D BY REGISTRAR | 24b. REGISTRAR’S SIGI (ATURE 


DaT@AY 2 9 ’58 QQ hth Uy wee 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH ney. vit, we, QO040 


(Yes, ne. oF unknown) (If yes, give wor or dates of service) 
Md. 

INTERVAL BETWEEN 
ONSET AND DEATH 
te 


None arry Mi tiv dp Mt Avy 
18. CAUSE OF DEATH [Enter only ane couse per line for (a), {b), and (c}-] 


PART 1. DEATH WAS CAUSED BY: "al 
IMMEDIATE CAUSE (6) 


Ue ‘ DUE TO 


vom best 


1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

°. °. b. COUNTY 

i ‘O Lise ary land Ceryvor 

b. CITY OR TOWN (If outside corporate limits, wrile | c. LENGTH OF STAY IN Ib €. CITY OR TOWN (IFauntide corporate limits, write RURAL ond give nearest town) 
S RURAL ond give nearest towg) : Wy) & 
> ; 40 Years ; S047 fav 
3 
8 d. NAME OF HOSPITAL (If not in hadp d. STREET ADDRESS c . RESIDENCE 
* OR INSTITUTION ON A FARM? 
3 Cayyro évewye ves (J NO 
e 
S 3. NAME OF First Middle tost 4. DATE Month Doy Year 
aS DECEASED | 2 apy OF ° 
3 {type or print) Layra Edna Mikirk DEATH Aa 23 1958 
So 5. SEX 6. COLOR OR RACE |7. anereD L] NEVER MARRIED [-] | @. DATE OF BIRTH 9. AGE {In years” If UNDER 24 HRS. _ 
= ge ‘4 J / {8 g> los! birthday) Doys | Hours] Min. 
3 Fen fa bd hi + wipowep {XJ Divorced [] une t, a 
% 10. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
z during most af warking life even it retired) - A 
FE yy bho vk Mary lant “3 
2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o _ * € 
4 G5eovg & Spyrrier Sara Rip CON 
8 1S, WAS DECEASEDEVER IN U. . ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
§ 
2 
8 
a 
s 
§ 
2 
e 


Conditions, if any, which 5 Cand, vas Grlar 
gove rise 10 immediote 


cause (0), stoling the ynder- 


tying cause lost. {c 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. WAS AUTORSY 
yes] No J] 


200. ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {Stote) 
Hour 0. n. White Not while factory, street, office bidg., etc.) | 
p.m. 19 lot work [J] ot work [J ‘ 


21. | certify that | attended the deceased from_..._Ja2...__, 1952; re 195. that | fast sow the deceased 


1 or attending physician. 
MEDICAL CERTIFICATION. 


JO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death: Page 4 


74 4 alive nn iey he, 12.5.&_., and that death occurred at Z524.M, rom the causes and an the date stated above. 
= O38 4 i ADDRESS (Street, city or town, state) DATE SIGNED 
4 

aE Bitte LLC Coleen LTD Lay B_198 
£02 * ~ 

Be NN a ea 
83° ‘7a. BURIAL. CREMATION, | 220. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 

p28 BASLE” | 5-26-58 Marvin Chapel Cemetery Frederick County Maryland 

2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR . gS ates SIGNATURE 

YSA15. 40 Me Re Etchison and Son, Frederick, Maryland parfHAY 2.6 158 yee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 erg 
EDICAL EXAMINER’S CERTIFICATE OF DEATH 554 § 


1 


, prior 


21. certify thot took charge of the remoins described above, held on Autopsy [_], Inspection ], 


Inquiry F], 


and in my 


FOR STATE Reg. Dist. No. 

HEALTH DEPT. }, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If inslitution: Residence before admission} 
a. COUNTY 9. STATE b. COUNTY 
é MARYLAND Babtimore City _ 
a°N b. CIBY OR TOWN 1H cade arora in, win ROTA ¢. LENGTH OF STAY IN Yb ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest lown} 
ane pb peal E 
gee° Sykesville 19 hours Baltimore Vo/- 
ge: oh d. NAME OF HOSPITAL OR INSTITUTION {If not in \ hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
eee 5 / 6 ON A FARM? 
eco Springfield State Hospital =— 3637 EF. Fayette Ste | ves] Nox) 
BESeR First Middle Lost 4 gare Month Day Yer 
Bio ein 
Beer George Magnus PITZ DEATH May 25. ee 
So f= 3 6. COLOR OR RACE |7. MARRIED ("] NEVER MARRIED [}| 8. DATE OF BIRTH 9. AGE (in yon [IFUNDER TYEAR]| IF UNDER 24 HRS. 
=> bE so" Months | Days | Hours | Min. 
(OEE White winoweo} ~—ovorceoQ] | November 30, 1877 i. 

3 $ ay os = Ta. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INOUSTRY | 11, BIRTHPLACE (Stote or fareign country) 2. CITIZEN OF WHAT COUNTRY? 
Sn Rs ri during most of working life, even if retired) 
oe a Ret, Uulmoawy R.R.Ins Penna R,-R, |Baltimore, Md. U.S.A. 
= 3 3 3 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

ry a 
He a¢ UwatorawmetFrederick Pitz Buiicka* Emma Meister 
Spe 3 < 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
age (eulke: eriorknewe) It yitlegina waPfousores sttevien) 
go828 No - None Springfield State Hospital 
Saige oot — _ 
fr E > 18. eee oa — . ot per line for {a}, (b}, ond (c).] INTERVAL aT 

a ly * 

Bsee6 IMMEDIATE CAUSE (oy _MOGerately advanced pulmmary tuberculosis Months | 
veoes CODRK 
ee 8 5 DUE TO 
ge rol 3 E Conditions, if any, which (b) =. 

getty gove rise ta immediate couse 
ps puso (a), stoting the underlying( PUETO 
By eo cours tat, fe 
= y g 8 2 é PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)}19. peed AUTOPSY 
eae ie E|C-BeS. associated with cerebral arteriosclerosis. ech ne 
x Ope 
3 fg “8 cs © 200. aed CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Part Il of item 18.) 
Sve o PRIMARY () or CONTRIBUTING C) 
2823 CAUSE OF DEATH. 
2922 —s 
Eo ine a 3S Q0c. TIME OF INJURY Month, Doy. Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 204. (City oF town) (County) (Stote) 
sae 5 Hour a.m. While Not while foctary, treet, affice bldg. etc.} | 
Foee : pm, One at work [7] at work " 
ees 8, 
= 
mY 
« 
y 
a 
<q 
¥ 
a 
& 
= 
> 
5 
a 
& 
a 
° 
£ 


og = opinion deoth refulted fram: Natural couses A. AccidentY], Suicide Oo. Homicide [[], Undetermined monner [-] 
Bis e 
Eswp ACTUAL “a7. ye fj DATE SIGNED 
£5 H 2 SIGNATURE. pttleg re 2 14 ip, CHIEF MEDICAL EXAMINER (} 
4 Be5 al ASSISTANT MEDICAL EXAMINER [[} 
a 2 = 3 Namie dames T. Marsh, M.D, DEPUTY MEDICAL EXAMINERS] 5/1/58 
32 ee We. BURIAL CREMATION, |220. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Wid. LOCATION (City, town, or counly) (State) 
a) BupYar” |May 5,1958 St. L's 5th.Reform ‘eee 
ial 9 oe OJRECTORES SIGNATURE wna’ Pte, REC'D BY REGISTRAR | 24b, ase R'S SIGNATU; ro 
VS. AISME AS Wor -3000 B.Bat timore aureet a4 ? * yf 
5M 2/57 pate MA ‘58 tc bate 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5558 CERTIFICATE OF DEATH 5548 


Reg. Dist. N 
se eid led 2 ene tae (Where deceased lived. If institution: Residence before odmission) 
a. o. b. PUNTY 
Carroll pean aryland fforcester 
Ni } b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outtide corporate limits, write RURAL ond give nearest town) 
/ RURAL ond give neorest town) i cee 
Henryton 215 days Berlin ABX . ge 
d. NAME OF HOSPITAL (If not in hospital, give street address) ‘d. STREET ADDRESS @. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Henryton State Hospital Flower Street ves) NOX) 
3. NAME OF First Middle tost 4. DATE Manth Day Yeor 
DECEASED OF 
(Tye or print Charles Upshir Quillen i DEATH May 2 1958 


9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
z birthdoy} oO 


yrs. 


7. MARRIED] NEVER MARRIED [Xf | 8. DATE OF BIRTH 


3. SEK 6. COLOR OR RACE 
Male Negro _|wirowenQ _ wore) y-28-189) 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


, Laborer Berlin, Maryland U. S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Obed Quillen Eleanor Lane 
ital ls oe pts Te plana, 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
O P20—012=1229| Charles Upshir Quillen = Patient 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), and {c).] 
PART. DEATH WAS cA Oe Cardiovascular insufficiency due to 
DUE TO | 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon papers. Pages } ond 2 shauld be @iled 


the attending physician and campletely filled in by the fun 
|, ond in any event within 72 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death, P 


Be I Conditions, if ony, which a syphilis 
z 3 gove rite ta immediote DUE TO 
- cause (0), stoting the under- 
é 2 lying couse lost. { ta i ¢ 
£85 - Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o)[19. WAS AUTOPSY 
> = + 
£338 < Moderately advanced pulmonary Tuberculosis, active ves] noo 
3 u 
eobs © [20a. ACCIDENT WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
Este oe & | OR CONTRIBUTING CJ CAUSE OF DEATH 
seee & | VF EITHER, NOTIFY MEDICAL EXAMINER) 
3 5 & & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {State} 
sles 8 Hoses oPms 4 [Mhile, Not white foctory, street, office bldg., etc.) | 
Bes =z p.m. ’ jot work [7] of work [[J i 
> 3 21. | certify that | attended the deceased from SOPEe 295, 9.8 i to_May. 25. ere) + 1%, B that | last saw the deceased 
2.2 5 7 
mee S alive on___ \ ) ee 4 19258, and that death accurred otk Opn, fram the causes and an the date stated above. 
ES 8 3. bb tg. Z y, 4 ADDRESS (Street, city or town, state) ATE SIGNED 
ze) int Os Page “et 
sees, | [Awe 9% 27 fe? PUVs vo. Honpyton, Maryland 5-2-58 __ 
6o3 % ‘ PHYSICIAN'S, 
CF 
ee NAME (Type)__DYe Edgars M, Maculans, Supt. Henryton State Hospital, Henryton, 
ay es = Te. esa CREMATION, 2b, DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) Grote) Md, 
F205 pecify) Ps 5 ei § a s . 4 
zege ves FT —O-O SF CTH pose Gert Kot fat. Ka 
i 23. FUNERAL DIRECTOR'S SIGNATURE, ‘ADDRESS ae, 240, REC'D BY REGISTRAR | 24ly-REGISTRAR’S SIGNATU! 
Yeaos xz Boia 7 if Ad SO ed No Aloo DATE MAY 5°56 : z 


ey 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


9 _ CERTIFICATE OF DEATH neg. ow we) 5549 


ant 


Doys | Hours] Min 


Male Negro |wiowen _ oworceo) | 12-7-11 in x 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


NY 


12. CITIZEN OF WHAT COUNTRY? 


Leek ; é 
& 8 1. PLAGE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before omission) 
os 9. COYNTY 

ape Garroll MAYAN || Maryland prince Georgets 

C3 b. CITY OR TOWN [IF outside corporote limits, write} ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest lown) v 
e RURAL ond give neores! town) ‘oer: 

Pee Henryton 9 days Deanwood Park [GR-8 

= 2 d. NAME OF HOSPITAL [If not in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
‘oS gh OR INSTITUTION ON A FARM? 
2 a9 Henryton State Hospital 1015 Sith Svenue ves (No 
£ 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 

3 = . . 

& 2% {Type or print) John Robinson DEATH May 10, 19 58 
os e 5. SEX 6. COLOR OR RACE /7. MARRIED SX] NEVER MARRIED BJS. DATE OF BIRTH 9. AGE [In yor UF UNDER 1 YEAR) IF UNDER 24 HRS. 
¥ 

vv. 

2 

5 

3 

x 

Hy 

° 

3 

Q 

o 

iy 


3 I Bricklayer South Carolina eee 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Joseph Robinson Lottie Thomas 
pees, Aa I heer 16. SOCIAL SECURITY ia INFORMANT Address 
No | Mary Robinson - Wife 1015 Shth Avenue 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (€)-] 


PART I. DEATH WAS CAUSED BY: 
529 2 ye IMMEDIATE CAUSE (0) 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Then please remave carban papers. 


DUE TO 


requires thot the death ce 


his certificate has been signed by the attending physician and campletely filled in by the fun 


g 
° 
2 
a 
R 
£ 
= 
.3 
= 
$ 
6 
. as . . U 
ae Conditions, if ony, which om Pulmonary Tuberculosis 
E6 gove rite to immediote 
ge couse (0), stoting the under- ( OUE TO 
Eee lying couse lost. @ 
325° 3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[o)]19. WAS AUTOPSY 
= — = i 
wisess ae yes] No] 
ie 36 % [200. ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18) 
z ate & ] OR CONTRIBUTING LJ CAUSE OF DEATH 
= gs | WF EITHER, NOTIFY MEDICAL EXAMINER) 
g 85 & [20c. TIME OF INJURY Month, Dey, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town) (County) (Slote) 
= 25 a Hour 0. m. While Not while factory, street, office bldg., etc.) iy 
= 3 5 = p.m. 19 fot work [J of work [J 2 ! 
Om ss : : ; 
er: 21. | certify that | attended the deceased from.______. May Ly, 199.98, to. May_.10,19.58 thot | last saw the deceased 
3 
34 ee 3 __May_10,__ a 12.58, and that death occurred ot 320pM, fram the causes and an the date stated above. 
#=63% ADDRESS (Street, city oF town, stote) DATE SIGNED 
<5G60. AL ely AK CL ee 
epee oo SIGNATURE. 
oe 7 
Ocara / = 
ZBa85 PHYSICIAN'S 
Reaze NAME (Type) M, Ma ans, M,D, Supt, Henryton State Hospita y 
et eed ee = 
B22°9 70. BURIAL CREMATION, 226. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) Gore) Md 
a5 Hb MOVAL {Speci 
ee es B ‘3 May 954 Woodlawn x ashington 
= = 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS LEE [ aso. RECD BY REGISTRAR er SIGNATURE 
de 


we Spe adarcd, 


15M 1059 Mivr A (aabmncl 4/67 A ak 97-40 fom MAY 13°58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5560 CERTIFICATE OF DEATH ig: rea OOOU 


Sel 


, 
gt } 
4 = f 1, PLACE slag pS Pipers tae ak (Where di sed lived. If institution: Residence before admission) 
4 é o. COU presk MARYLAND ar ‘ah b. COUNTY 
* (fH) b. CITY OR ro ad outside lates Mi it c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, wrile RURAL and give neorest town) / 
4 v 
2 * ofl a pd fe vesvif/e i - 
a3 d. NAME OF HOSPITAL ir not in en a) street address} d. STREET ADDRESS e. IS RESIDENCE 
bed 7] fe) pees ON A FARM? 
- a) aks in Mans oa rel?" Waldren Are ves) Nosh 
2 ved 
° 3. NAME OF Fie it Middl. 4. DATE Ye 
2 ioe -y ies iddle f Lost te Month Day ‘ear 
A tree or Pin USAW Ao //1 2c TOO ‘ae L219 
5 
é 


5. SEX 6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED [] | 8. ae Stn 9. AGE (In yeors | UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) [Manths] Doys | Hours] Min. 
wioowen Z| __owvorceo] | re ZSEF- sh lp (Fes. 


that the death certificate be executed within 24 hours after death. , Page 4 


° 
2 
2 
° 
= 
. 
Ee} 
£ 
ad 
3 
= 
ee 
zs 
. 
ca 
ea. Toc, USUAL OCCUPATION ind of work done] 10b, KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign counir) 12. CITIZEN OF WHAT COUNTRY? 
82 during mast of working bie. even if retired) - 
ues 2USew £2 [fo pe ee La lard. IB 
53 13 FATHER'S NAME 14. MOTHER'S MAIDEN! NAME 
c# , 4 
o 
a ! Cone Tove Wasa'e $A FR EL LY sheo 
ER WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 24 Cra YHG 
aE Tye, no, or unkaown) 4 {IF yen, give war or dates of verce) O 
Py LYD LY?) LY « a t (24 J—huag 
Es ——— ——— 
282 1B. CAUSE OF DEATH [Enter only one cause per line fgr Toy (b), ond (€)-} INTERVAL BETWEEN 
205 PART |. DEATH WAS CAUSED BY: ro i ; i 
oS IMMEDIATE CAUSE (o} es er boSt AXWo 
Pes Z yof f 
=m g Lf DUE To ite (se c s 
aa > Conditions, if any, which to ne 2 , 
$ BES gove rise to immediate > 
eel Sic covse {0}, sloting the under, ( CUETO 
fe oe +2 tying couse lost. 
2 Ect AAPiiig Saute WSbte 
3 ce 5 My 3S Part Il. OTHER SIGNIFICANT a S CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}/ 19. ag AUTOPSY 
2432 - fe} i= ! ERFORMED? 
— > zo i= 
yy PES! G u 
engo5 fei (er 4 tS vee) No'R 
= ra = 
Fesss E | Be ACCIDENT Was unt se 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ( or Port 11 of item 18.) 
€ gues & | ir EIMHER NOTIFY MEDICAL EXAMINER) 
2seas & |20c. TIME OF INJURY Month, fenity. * Year [od MUURY OCCURRED [20e. PLACE OF (NIURY (Hare, fam, {20 (ity or town) (Caunty} (State) 
= 5.u g 2 8 Hour o.m. pete ase Not while factoty, street, office presale 3 ete.) H > 
moe 2 5 = p.m. lot work [2] at work 
o7 35 
: 21. | certi at | attended the deceased from,di.c2..S____. a 0 L Za. , 19.4 Z7Ahat | last saw the deceased 
< 25 
Be Zs = alive on_. Pinal fetamn | 19.0 £9_,and that death occurred at Zi YAM, Or an couses ond on the date stated above. 
sie ADDRESS (Street, city or town, “', DATE SIGNED 
gape? Bae 
eRe £5 Sr ey LAC POS Ca et MD. 8, pohlir tefl tL : a Llaty. telethe... 
fare U 
aooes i] pees of 
<32905 : 
e272! ph LIU MO Lb p pS EAD. Lan atlda.. 
3 3 Zz se ols Tb. DATE THEREO? | ac. NAME OF CEMETERY OR CREMATORY THEREOF OF cey a ‘OR CREMATORY Tad. LOGATION City. town, or county) (State) 
a> 6° 4 
Zoage S-/e- 58 WA 
A se TPee ea 
° = été 
2 a 23. FUDERRL DIRECTOR'S SIGNATURE SIRE Daa. REC'D BY ECISTEAR | 7HAEGITIAR'S SOUATIRE 
V$ AIS (4 ; - J CF ’ of 
13a 3795. tthe LF betes her pare MAY 1 6 '58 TR BILL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
556] CERTIFICATE OF DEATH . 


a 


Ret se a 
% 3 3 5] 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insitution) Residence before edmission} 
Q = Se o b. COUNTY 
* ~ 2 Carroll MARTEANO Maryland Battimore 
= My 'b. CITY OR TOWN {if outside corporote timits, write c. CITY OR TOWN (If outside carporole limits, wrile RURAL and give nearest town) v 
$F RURAL ond give neorest town) ye 7 
=) pe ‘ Rw mse 8k mol Baltimore Ven : 
ie eae qd. NAME OF HOSPITAL {If not in hospitel. give street oddresi) d. STREET ADDRESS e 5 Gees 
5 65 pa 
co) £ ringfield State Hospital, Unknown ves NOW) 
SS 
2 2 5 3. NAME OF First Middle Lost 4. DATE Month Ooy Yeor 
a. Ga : : 
S 22 (ype or print) Catherine Schmidt Dea Ma: 5 198 
= 22 5. SEX 6. COLOR OR RACE | 7. MARRIED(] NEVER MARRIED 8. DATE OF BIRTH meas SH eet If UNDER 1 YEAR] 1€ UNDER 24 HRS. 
= == uethdo y] iin 
Bose Female White _|wwowt _rworctoO | July 25, 190 1. 
4 eé& 100. USUAL OCCUPATION (Give kind of k de KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote torei i 12. CITIZEN OF WHA’ rR" 
3 318) during most of eee Nis ant reteeys 1 “Macarony ¥, acto: cau ope 2 Bere 
So Be Factory Worker Can factories, Maryland UeSiahis 
g ‘ 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
« & 
8 ¢ Anthony Schmidt Margaret 14 
= = $ 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT Address 
= aE (Yes, "he ualnown} Ulf yen, give wor or dates of service) 
ea oO None pringfield State Hospital Record _ 
2 £2 oe TIE LG. 4 
e Ee 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
3 205 PART I, DEATH WAS CAUSED BY: SEED ADEA 
PACE e x IMMEDIATE CAUSE (o)__PULmonary Edema, hours ____ 
5 =F: DUE TO 
> , 

= : > COnth nahin eee aiien _ Bronchopneumonia days 
3 ES Gove rise to immediote 
= sks cavie (0), stoling the under. { DUE TO 
Sie aeecO lying couse tost. {e) 
25 oe va Tose dy 
3 SS § 5 ‘3 Past Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H{o}| 19. eee 
2 R0f 7 = 
£6828 3S Psychosis with mental deficiency. ves] Nog] 
Foy ss © 1200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port il af item 18 
2832 - & | OR CONTRIBUTING O) CAUSE OF DEATH Sitch : , 
Zeegs & | (NF EITHER, NOTIFY MEDICAL EXAMINER} 
2eses & |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Storey 
Eslss 8 Hathace ts, vo (While, Not white factory, street, office bldg., etc.) | 
E5275 2 p.m. jot work 1] at work (CJ \ 
Owes 25 
A 5 21. | certify that | attended the deceased fram. _July.l, eet 1 19. S21. to__May. ‘be et , 19.58. that | last sow the deceased 
2 re alive on___.May._ly ae ee Re sie and that death clad at 623.5.AaM, fram the causes and an the date stoted abave. 
Ese O85 fe ADDRESS (Street, “y or Lon state) DATE SIGNED 
<35°? actual Rit : Ov Kiel of Hes 
epess / SIGNATUR : D. rf tek OL “e BLS /58... 
Orava AL wa 

22 
22538 PHYSICIAN'S 
fase NAME RitT4 GL Al N ! 
eedecs {Type} 
Pi oc nn on ald. ase SS ee 
4 SECS To. ince CREMATION, | 22b. DATE THEREOF Tc. NAME OF eye) ‘OR GREMATORY 7d. Z TION {6p town, or county) {(Stgte) 
9 e2 os OVAL oy pee 
peges Meee ILE, ia HEL UIA LT A he fr 
e da. REC'D BY Ait 2ab. REGISTRAR'S SIGNATURE 

VS A15 [4 J ) DSL COL: AA ” 

Tea 975) DATMAY 2 6 '58 Jbl hd 


eo 


tor, 


‘4 with 


Pages 1 and 2 should be fil 


Then please remave carbon papers. 


thot the death certificate be executed within 24 haurs ofter death: Page 4 
the registror prior to burial, cremation, ar remaval, and in ony event within 72 hours after deaths 


quires 


nding physicion. 
-transit permit. 


| or 
his certificate has been signed by the attending physician and completely filled in by the funer: 


3 
B 
° 
= 
6 
g 
3 
rs 


¢ 


poge 3 shauld be detached Yo: 


may be retained by the 
TO FUNERAL DIRECTOR: Al 
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VS ANS (4) 
15M 10/57 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5562 CERTIFICATE OF DEATH ing tio. we, 15552 


A. eked eta 2 rene ee ag (Where deceased lived. If institution: Residence before admission) 
i oO. b. COUNTY 
Carroll eer Marylend Balto.City 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limils, write RURAL ond give neares! town) Vv 
RURAL ond give neares! lown) % hy 
esville 2Syrs.2mos.19hays Baltimore 3Vo/. & 
da gi eet ak (If nat in haspitol, give street address} d. STREET ADDRESS. e 1S wee 
a) ON 
gfield State Hospital 1125 FE. Pratt St. v5 2) Now 
3. eer 3 First Middle Los! 4. eae Month Doy Year 
fe ene Julius SCHUMCHLER Stamm =. 9, 19 58 


5. SEX 6. COLOR OR RACE | 7. marRieD [] NEVER MARRIED PX} | 8. DATE OF BIRTH IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Hi Min. 
Male White | woowe DB oworceot) | Unknown mee | 
100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


None - Russia Russia r 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Solomon Schumchler Esther Schlossberg 
be WAS Pee eens U.S. —_ Fone 16, SOCIAL SECURITY NO. ” INFORMANT Address 
ue eee es resi easio einai see 
ss s Springfield Hospital Records 
No pring: Pp 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enler only one cause per line For (0), (b). ond (c}-] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o)__ Carcinoma of stomach 


FOX DUE TO 


Conditions, if ony, which (b 
gove rise to immediate 
cause (0), stoting the under- 
lying couse lost. te 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo} | 19. Mar oninee | 
Schizophrenic reaction, paranoid type. yes] Now] 


20a. ACCIDENT WAS Fee cee ae one 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [] CAUSE OF DI 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘We. PLACE OF INJURY Home, for 
Hour 0. m. While __ Not while foctory, street, office bldg., 
pim, 19 Jot work [7] of work 


2. oat that | attended the deceased from OCte 20, Sh, to_May 9, #1958 thot IHostisaw the deceneed 
alive an._May 9, _ _. and thot death occurred at_8225A m, from the couses ond on the dote stoted abave. 


54 = ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL rd Ad Te Ae 
SIGNATURI MD. LL. 


| Ree Saeed ast Edmund Lusthaus, M.D. 


NAME (T, 


oe, OF CEMETERY OR CREMATORY 72d. JOCATION (City, town, or county) a 
MOVAL 6 « 
LAiigh ZZ vs BILE. 5 LG iri Ls CL LYLAALG 


INERAL DIRECTOR'S SIGNATYS Of Dao. RE GISTR, ‘ab, "S St he ‘URE 
ee octet 2 HES 2b. Fee pate way aM eerie 


20F. (City of town) (County) (Stole) 


) 


MEDICAL CERTIFICATION, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
‘a ; 5 5 § 3 CERTIFICATE OF DEATH ReeKoe nA aie 


24 Be. 
7 “3 = BK rae foe 2 Seater naaars (Where deceased lived. If institution: Residence before admission) 
= 5 oe arrell maryLanp |) °° Maryland b COUNTY Balto, City 
ca 9 b. CITY OR TOWN (IF autside corporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest! town) Vv 
§ 62 RURAL and give neorest town) as 
"ia SE Sykesville imo.3days Baltimore 3VO/--¢ 
e £ = d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
o be ph °% INSTITUTION: R St ON A FARM? 
aor re Springfield State Hospital 1325 Richardson St. ves C) No BY 
2 cai 6 3. NAME OF First Middle tos! 4. DATE Month o” Yeor 
hie aa tedie SCHWANKE Beam May 5» 19 98 
c = 
3 > 5. SEX 6. COLOR OR RACE | 7. MARRIED IC] NEVER MARRIED o 8B. DATE OF BIRTH m aoe epson eevee 1 YEAR| IF cal 24 ARS. 
o o ~ ont! De Mi 
3 8s Male White |wooweQ _oworceo] | May 10, 1888 collie elk tel, ‘i 
£ E ae 100. poral CNG nh work hal 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN, Ao WHAT COUNTRY? 
4 = Mit 7 
go2 a Maryland UeSeAe 
ee} i 3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
se 

ae Goren Unknown Unknown 
8 2 
= & é 3 a WAS. DECEASED sc INU, S. tag Sed 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
= £ Pirceratiera:’ ati egies ton ere 
oR No | - = — Springfield Hospital Records 

Eg a5 
3 Bee 18. CAUSE OF DEATH [Enter only one couse per line for fo). (6). ond (c).] INTERVAL BETWEES 
2 = 6'5 ad 
& os: PART I DEATH SAW enue oar advanced pulmonary tuberculosis Years 
ee 
5 fe? DUE TO 
=F 

z 

2 

: 

5 

3 

2 

6 

E 

S 

o 

8 

5 

SY 


© 
gE Conditions, if ony, which te 

3 Eo gove rise to immediote 

= gs toting the under- DUE TO 

g¢ 3 i eo ee. fe) 

3 a z Il, OTHER SIGNIFICANT CONDITI IS CONTRIBUTING OEATH BUT NOT REIATED T! DI: GIVEN IN PART 1, 19. WAS AUTOPSY 
Siecle 8] CLR asSOCe WIEN SOUL Le DE OT CT Sea Te p WEEN DOP EHR FEE OBR 16) Sa oS ee 
ZaELS S ves No Pg 
Fools § E [200. ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 

Pea se & | OR CONTRIBUTING CJ CAUSE OF DEATH 

ac £6 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 og 85 & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED _[20e. PLACE OF INJURY (Home, form, | {County} (Stote) 

z5588 3 Hour a. m. Not while foctory, street, office bldg., etc.) | 

as ; 5 = p.m. lot otk DD ot work 1 
3 Ss t} 

2 z 21. I certify thot I attended the deceased from April. 2, .. 1998 rdlay 5. , 192.2__,that | last saw the deceased 
we $ 5 alive on_May_ 55 8 -- and that death occurred ot 8B30P_ om, fram the causes and an the date stated above. 
£63 a DATE SIGNED 

<S5 07 ACTUAL 

epee 2.2 SIGNATURE. 

Ofagrs 

az2435 PHYSICIAN'S 

Sezie /| |RRSS#NS — Edmmd Lustheus, M.D. 

a 3 

& gun Zo. BURIAL, CREMATION, Ps ME-OF CEMETERY OR, CREMATORY 2d, LOCATION (City, town, or county) Stote) 

Q =o 3 REMOVAL ‘Gpecify) pe: Vb ne wunty ( Be y 

ofoete s LAL AL Pike (Lk shal Ms 

=» 23 BUNERAL DIRECTOR'S SIGHATURE “ ae (ADDRESS SIs REETIEY REGIE Wa | Cas PREG RARET CN ATI: 
V5 AIS (4) - gf) ae Sy cere! Cyn hed 
15M 10/57 (EDL BOT. Aves» gay 12 “8 : 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Za 5564 CERTIFICATE OF DEATH wise sae 05554 


oad 


- se 
&® $F Mi LapiAen a peanH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
5 a. a. b. COUNTY q 
= @: Carroll MARYLAND Maryland Balto, City 
< re b. CITY OR TOWN [IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
3 s a RURAL and give nearest! tawn) * x / 
= 52 Sykesville Syrs,8mos. 2udp Baltimore ie Y 
» 2 3 d. NAME OF HOSPITAL (If not in haspital, give street address) s STREET ADDRESS e IS ee ate 4 
Ss £4 la - OR INSTITUTION ON A FARM? 
eC «as, Springfield State Hospital 1722 N. Bradford St. ves [] No 
2 = 5 3. NAME OF First Middle Lost 4. DATE Manth Doy Year 
a 35 tyes rn) Mary Sedlacek ‘B® DEOUH* Bram May 13, 1958 
2 >o 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED cy B. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 8 'gst birthday) | Manths| Days | Hours | Min. 
age Female White wivowe [J ovorceot] | 1879 Jame28the | 79 yn. 
a2 
= — & 100. Gores OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 42. CITIZEN OF WHAT COUNTRY? 
5 ig 
g 8g 3 during mast of warking life, even if retired) 
$ pete None - Czechoslovakia Unknown 
3B ~ 8 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
54 
3 8 William Sedlock Anna Laznicka 
= 303 TS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= GEE (Yes. no. oF unknown) UF yes. ove war or dotes of service), 
eee No - - Springfield Hospital Records 
a 
% PSs 1B. CAUSE OF DEATH [Enter only one cause per line far (a), (b). and (c).} INTERVAL BETWEEN 
Sax A 
& Ses PART |. DEATH was cause ay. Arteriosclerotic cardiovascular disease ears 
£ ef yas a) 
= =e? Yaags DUE TO 
= ok Conditions, if ony, which ) 
6 ZEs gove rise ia immediate 
= 8 < cause (a), stating the under. ( DUE TO 
Tene vd lying couse fast. ( 
Secn ic Serpe ns ate (c). 
eg 5 S z Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT eee bo THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. WAS AUTOPSY 
ee re) PERFORMED? 
$229 Je] C.B,S.a s80Cewl bh disturbance of ere met: abolism or nutrition, senile | f! No 
ao2e uv brain 4d e Wi ap ycno on es Me @ 
eos = [200. ACCIDENT WAS UNDERLYING DI . DESCRIBE HOW INJURY OCCURRED. = acture at injury in POH Tor'fort Hot ei 1B) 
aNd & OR CONTRIBUTING LD) CAUSE OF DEATH 
cogs & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
Sees & [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) {County} (State) 
3 8 os 8 Heche te. en: MS While Nat while factory, street, office bldg., etc.) | 
sek 3 p.m. i jot work [] ot work [7] ' 
SS 


21. | certify that | attended the deceased from October 20,_, 95k, May 13... . 1998 that | last saw the deceased 


ative on_May 135 0, 2 
WAA—~e mo, Springfield Hospital 5/13/58 


1m Als san ool ital «8/13/58 


PHYSICIAN'S Edmund Lusthaus, M.D. _ Sykesville, Maryland 


Uhlan As Er a a eral Ai ee oe a ee ee ee ieee ee ee 
‘Za. BURIAL, Seer. 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, of county) (State) 
Bur AL gSpecify| 
urdat Mayl6/58 | Oak Hill Come Balto, Md. 
Tyme Oy: 'S SIGNATURE ACO 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS AIS (4) ¢ / y / A 
15M 10/57 y 4 Ly d LISI Lu if) LLU a : s 


? 


the registrar prior ta buri 
— 


158 and that death occurred at_2230P_M, from the causes and on the date stoted above. 
—__ ADDRESS (Street, city ar town, state) DATE SIGNED 


may be retained by the 


TO FUNERAL DIRECTOR: 
page 3 should be deta 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


t a MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
L 5565 CERTIFICATE OF DEATH ee Sie 


Ve bee el eda p weet RESIDENCE (Where deceased lived. If institution: Residence before admission) 
bj th b. COUNTY 

A Carroll base ed Maryland Montgomery 
re b. CITY OR TOWN (if outside corporote limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN {if outside corporote limits, write RURAL and give nearest town) 

5 RURAL ond give neorest town) a ale 

2 Sykesville 27 days Silver Spring 56. 

& d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIOENCE 
iS OR INSTITUTION ON A FARM? 
2 Springfield State Hospital 1009 Hollywood Ave. ves (] Now 
° 3. pa ed First Middle lost 4. ped Month Doy Yeor 

3 (Type or print) Elmer Earl SEEK DEATH May 1, 18 
s 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] ]8. DATE OF BIRTH = 96 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


last birthday) Min 


November 28, apop 60 ys. 


ry Male White wipoweo [J pivorcéo [] 
ae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
sé during most of working life, even if retired) Mi aes U.S.A 
eee Deputy Sheriff « arylan aBehe 
3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
85 winey V. Seek Irene Collins 
ge 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |146. SOCIAL SECURITY NO. |17. INFORMANT Address 
é2 (Yer, ngver unknown) UW yes, give wor or dates of service) 
fn No ss None Springfield Hospital Recerds 
® 
= 18. CAUSE OF DEATH [Enter only one cause per line for (0), (6). ond (c)-] INTERVAL BETWEEN 
z PART |. DEATH WAS CAUSED BY: 
5 z 3 : Haves savsenar, Arterilosclerotic heart disease 
#/2 4 DUE TO 
sf 


gove rise to immediate 
inder- 


couse (0), stating the 


Conditions, if ony. wd Generalized arteriosclerosis 


bowsicd 
Assgciated withs Diabetes Mellitus 


is certificate hos been signed by the attending physician ond completely filled in by the funerd 


PHYSICIAN'S. 


AME (tyes) “ Agustin delCampo, M.D. 
Te. DORAL Renate ‘7b. DATE THEREOF ‘22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
BURIAL. i 5/3/58 COLESVILLE CEMETERY COLSSVILLE, MD. 
, FUNERAL DIRECTOR'5SIGI RE ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Ws A15 (4) Pm a PACA, SILVER SPRING, MD. — |oieMAY 5 '58 ( day 


moy be retained by the 
TO FUNERAL DIRECTOR: 


Re 
¢" a) lying couse lost. “/ K 
Bess é Fant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(a)[19. WAS AUT 
Esss <| C.B.S.associated with cerebral arteriosclerosis,with psychotic reaction) yep w 
ets = 100. ACCIDENT WAS UNDERLYING [J] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port fl of item 1B.) 
BS id & | OR CONTRIBUTING LJ CAUSE OF DEATH 
sees & | (UF EITHER. NOTIFY MEDICAL EXAMINER) 
SESS § |20e. TIME OF INJURY Month, Doy. Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY iHome, form, 1208. (City or town) (County) (Stote) 
5.288 § Heaetce cant [etme eres foctory, street, office bldg., etc.) ! 
ms a g p.m. v jot work [1] at work [7] 1 
cay: 21. | certify that | attended the deceased from_ April hy. 199.58, to.May_1, = ae a 128 thot | last sow the deceased 
pf $5 olive on__April_ 30, ___ 5 ibs ond thet death occurred ot HS L2A_M, fram the couses and an the date stated above. 
Bo g A ADDRESS (Street, city or town, stole) DATE SIGNED 
35 dj wo, Springfield State Hospital 5/1/58 
faze 
7 
oo 
Ze 
its 
oD 
ef 
ed 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: 


15M 10/57 a, 


tor, 


e ¢ ed with 


Pages 1 and 2 shavld b 


that the death certificate be executed within 24 haurs after death: Page 4 
papers. 


quires 
cote has been signed by the attending physician and campletely filled in by the funer: 


ital or attending physician. 
his cer 


page 3 should be detached€for use os the burial-transit permit. Then please remave car! 
the registrar priar to burial, erematian, ar remaval, and in any event within 72 haurs oftér peal 


may be retained by the 


TO FUNERAL DIRECTOR 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


VS AIS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5566 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 


Reg. Dist. No } 5) 55 § 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


pivorcen 1] 


a. COUNTY Carroll marrano |] °° STATE Maryland county City 
b. CIN Cel aa (lf eure syltae fimits, write | ¢. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) J 
S aipeen toon 
esville Pyrs.2mo.18dayis Baltimore ay 
dé NO RTRINGRIE {If not in hospitol, give street oddress) d. STREET ADDRESS —— ef ufadagaael? 
5 ON A FARM 
Springfield State Hospital 4923 Belair Road ves E] No 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
ICE ASI : 
{Type or print Florence Cadiela Shaw bam = May 23 1998 
5. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [XJ | 6. DATE OF BIRTH 9. AGE (In yoors [IFUNDER 1 YEAR] IF UNDER 24 HES. 
Female | White — |woowo( 7-3-1885 ne Pepe i 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


during most of working life, even if retired) 


Salesgirl 


13. FATHER'S NAME 


Franklin P, Shaw 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 


Tes. no, er unknown) 


No 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A. 


Retail 
14, MOTHER'S MAIDEN NAME 
Ela Mangun 
WAL SECURITY NO. |17, INFORMANT Address 


U1 ye, eve wor or dates of rereice} 


16. SOC 


i 


Springfield State Hospital Records 


Lied 


= 
Q 
= 
< 
G 
= 
i 
& 
S 
0 
< 
2 
a 
2 
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ACTUAL 
SIGNATURE. 


PHYSICIAN'S 
NAME (Type) 


Conditions, if ony, which 

gove rise to immediote 

couse (o}, stoting the under. ( DUE TO 
lying couse last. 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c).] 


PART 1. DEATH MN aSAieonosr io cerebral hemorrhage 


INTERVAL BETWEEN 


DUE TO 


Hypertensive vascujar disease 


(ch. 


C : B Pi WaSeoc: ated SONRTIONS. Fone IN TO y da sturbence , THE TERA CBE RST ONAN Ber Ifa) | 19. rio mer 
YES NO 


sclerosis, with psychotic reaction. 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II of item 1B.) 
OR CONTRIBUTING LC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


alive, an_____ je 2 a ee) 


y 


Edmund  Lusthaus, M.D, 


No. alten cea 2b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCAHON (City, town, or county) (Stote}) 
a ‘ 
BURMA” | 5-26-58 Loudon Park Cemetery B ltimore 


23. FUNERAL DIRECTOR'S SIGNATURE 


William Cook, Inc., 1217 St.Paul S,reet pate MAY 2 6 '58 09. 


ADDRESS 


}20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
obras Pr: ities ko aie RS foctory, street, office bldg, ete.) ! 
p.m. 19 ot work [J of work [7] ! 
- 
21. | certify thot | attended the deceased from._.._March 5 1956 toMay 23 19.22 thar | lost saw the deceased 


Aga, fram the causes and an the date stated abave, 
DDRESS (Street, city or town, stote) DATE SIGNED 


wo._Springfield State Hospital 5 = 23-58 
eaville, Maryland. 


2a, REC'D BY REGISTRAR | 2 ee SIGNATURE 
RBALL IA 


4 


quires that the death certificate be executed within 24 hours ofter death: Page 4 


‘or attending physicion 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


+ 


poge 3 should be detache: 


Pages | and 2 should be ™ 


Then please remave carban papers. 


icate has been signed by the attending physician and campletely filled in by the funerggm 
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may be retained by the hai 


TO FUNERAL DIRECTOR: A 


2a 
Foal 
bord 


1, PLACE OF DEAT! 
o. COUNTY 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH iad 


2. USUAL RESIDENCE (Whey 
©. STATE 


deceoted lived. If insittion, Rexiiyfee belong adminien) 


Li te GEA £7 LP EF 
«. pipes OF STAY IN Py) ¢. CITY OR TOWN (IF lees bmnits,.wrile RURAL ongifive nearest toy 
2 oe CZs LDP LZLOAOEKR GE OG x / 
J. NAME OF HOSPITAL (If"not in hospitol, give street oddrest) WA d. STREERADDRESS F 7 e. IS RESIDENCE 
OR INSTITUTION, . i> ON A FARM? 
= IN ME bene A E= ves] NO PR 
3.N, DATE” y 
DECEASED y) ie neree TE Month ey Year 


(Type or print) PAA (4A] ge os BEaTH / 7 19 sx 


Pit ‘6 AL oR & 7. MARRIED E] NEVER MARRIED [] | 8 5 OF BIRTH °. Saat UNDER | YEAR| IF UNDER 24 HRS. 
ioubi : 
ae Nicsiade be? 


Ws. Ui aa OCCUPATION (Give tia of work done] 10b. KIND OF BUSINESS OR INOUS' ee BIRTHPLACE fe or Z coytitry] 12. CITIZEN OF WHAT CQUNTRY? 
OF g/nost of ih hs) life, eveet if retired) 


Lae Lt M1 KZ 
f ; LY 
WM a LE, PPLOL AEBLLE LA Pa a 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address ‘a x 
a, rkgowhl (1 yes. give wor or dates of vervice) , a fp, 
ee ONE EE OE EL hi A ED : 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one couse per line for fo. (Bond (9) v INTERVAL BETWEEN 
PART I. DEATH igs Seay gees ok CAUSED BY: 4] : Vy ONSET AND DEATH 
: IMMEDIATE CAUSE (0] 2. Aeetgun male 6 lay. 
& 10 DUE TO 
Conditions, if ony, which rs a. Ls Siw Ky 


Qove rise to immediote 
cotse (9), stoting the under- ( OVE TO 


lying couse lost. te ects gele He earg 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO-BEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS-AUTOPSY 
ee PERFORMED? 
Pan , bat sere le, Yes) NOS] 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Ii of item 1B.) 
OR CONTRIBUTING O) CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, wast Yeor ]70d. INJURY OCCURRED — [206. PLACE OF INJURY (Home, form, | 20F. (City oF town) (County) (State) 
Hour om, While Not ts foctory, street, office bldg., etc.) ! \ 
p.m. lot work [7] ot work 


21. | certify that | attended the deceased from... cate ., WALK, to. 2eey _____, 19:S-¥,that | last saw the deceased 
alive on... “Littieg LIS ca wax, Sd that death occurred at 3/5 AM, from the causes and on the date stated above, 


ADORESS (Street, city or town, stote) ATE i 


stim Lito. IK ate wo, AZ tetrad Mes. Sybidanbes. La oh. 
ee bitin LB aE 


Gao eS a 
LLL LAMA OLEPP SCE : 

2. a3 p SO 

Z4 a a! 3 


24a. REC'D BY REGISTRAR REGIS! RAR'S SIGNATURE 
cate MAY 2. 6 SE kb 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
)5598 
2 CERTIFICATE OF DEATH 


z OC Reg. Dist. No. 
4 Ww eee 2 acta eee! (Where deceased lived. If institution: Residence before odmission) 
°. ©. b. COUNTY 
Carroll pA TIL Maryland == 


b. CITY OR TOWN (If outside corporote limit, write 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) A 
RURAL ond give neorest town) 


%. 


2 Rural. ~ Sykesville Baltimore City : 

2 d. NAME OF HOSPITAL (if not in hospitol, give street oddress} 5 dd STREET ADDRESS @. 15 RESIDENCE 
co OR INSTITUTION ‘ON A FARM? 
3 E. Montgomery ves) No @ 
hd 3. pio ou First Middle lost 4. 3 Month Doy Yeor 

A {Type or print Edward Er, SMITH DEATH May 119 58 
é 


5. SEX 6. COLOR OR RACE | 7. MARRIED [X] NEVER MARRIED (] 
male white wibowen [] pIvoRCED [} 


B. DATE OF BIRTH 9 pi a HEUNDER | YEAR) IF UNDER 24 HRS. 
las! burthdoy) | Months| Di Hi Min. 
August 28, 1880 st SS BAS 


is 
ge 10a, USUAL OCCUPATION (Give kind of work done 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
25 during most of working life, even if retired) WT 
23 inter Painting Baltimore, Maryland U.S.A. 
as 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 iy ‘ 
m4 4 William Smith Elizabeth ‘honas 
g 3 TepiinAAGte 39 Dale eden aoe eae 16. SOCIAL SECURITY NO. |17. INFORMANT ; Address Sykesville ’ Md 4 
iS no —- unknown Records of Springfield State Hospital 
cE 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond {c}.] ANTEYAC Geitehy 
ay PART |. DEATH WAS CAUSED BY: “Z oy Arn ch, or . 
§ z IMMEDIATE Cause, © lana Chon 7 Z eS 
ae DUE TO 


hy ev 
be 


Conditions, if ony, which ) ee Whew oA hawt (asa a ce 


gove rise to immediote 


rv 


: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


this certificate has been signed by the attending physician and campletely filled in by the fun: 


Be toting the under. ( OUE TO io 
Spee ( 
Ses 
io § 8 es (3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) | 19. Nee Oa 
E38 %| Alcoholic psychosis, acute hallucinosis //9/ » ves NOD 
a? 3 4 ts 20a. ACCIDENT WAS_UNDERLYING [) 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
3 = 
3s es & | OR CONTRIBUTING [] CAUSE OF DEATH = 
ae 25 © MF EITHER, NOTIFY MEDICAL EXAMINER) = 
Ystes 3s 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home. form, | 20f. (City or town) {County} (State) 
Ss les = Hoatmer en While Norwmite: foctory, street mmtfice bldg., etc.) ! -—= 
z= sive 2 p.m. W lot work (J of work [J H 
OFmsd , 
f+ 2 21. | certify that 1 attended the deceased from September 1_, 19.47, to__.May-1______. A 19.58. thot | lost sow the deceosed 
3) z Z5 alive on__April._30 isa a 1968 and thot death occurred ot 4250 _Am, from the couses and on the date stoted obove. 
cE =] O38. $. ADDRESS (Street, city or town, stote) DATE SIGNED 
<€50 50 ACTUAL : s 
ape ss a faz, mo. Springfield State Hospital... 5/1/58... 
£aze f 
Z2ia2s / PHYSICIAN'S e 
= exis i NAME (Type]__ Mn 0 Q M.D yk Aes. 
3 33 2 2 720. BURIAL, CREMATION, Zb. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county] {Stote) 
oD = tty] : 
e285 BURYAL 5-5-58 Cedar Hill Cemeter 829 Ritchie Highway,Zone 2 
o Fo f= 
- i ‘23. FUNERAL DIRECTOR'S SIGNATURE ADORESS: ‘24o. REC'D BY REGISTRAR 2ab. REGISTRAR'S SIGNATURE 


Renee. NN William Cook, Inc., 1217 St.Paul Street pateMAY 5 “58 : if ; a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5569 CERTIFICATE OF DEATH vege wie A oe 


amt 


ONSET AND DEATH 
ears 


ARTE EAT MEDIATE CAUSE fol Arteriosclerotic heart disease. 
“Y DUE TO 
Conditions, if ony. which w_ Generalized arteriosclerosis 


gove rise 10 immediote 
couse (0), stoting the under, ( OVETO 
lying couse lost. a 


aT ER $I FIC AN’ TION: TT TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
Besse ee Eee TH CeeETeS arteriosclerosis with psychotic Teaction| Teste 


20a. ACCIDENT Marieseer Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port If of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, form, T20F. (City or town) (County) (State) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 lot work [1] ot work [J t 


21. | certify 2" | attended the deceas: ‘ 


« ge 
&® 33 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
es ecounry Carroll marriano || > *"Marv'land ». CONT’ Frederick 121 
y 
a g b. cere (If outside sia limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) Ri! 
3 ‘ond give nearest town] 
3 §2 Bykesville ‘imth, 17 dayse Frederick 10148 
2 3 d. Tee PORTAL (IF not in hospital, give street oddress) d. STREET ADDRESS. = 5 RESIDENCE 
o sad A FARM: 
2 BS Spring! {eld State Hospital. 516 Trail Avenue ws) NOK) 
y 
2 S 3. NAME OF First Middle Lost Month Be Yeor 8 
ee 
& 25 (Type or print) George Hamilton Smith May 2 19 
S ES 
or So 5. SEX 6. COLOR OR RACE |7. MARRIECOE] NEVER MARRIED [] | 8. DATE OF @IRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 4 Male White wipowed [7] bivorced [} 10-19-83 ae oe 
ra yn. 
. 2° 
$ a 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Fe g } during most of working life, even if retired) ’ 
i oe Plumber MWe. Maryland UeSehe 
= 8 PS 4 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 ge Charles Smith Susan C,Smith, 
5 g ‘5. was Qe eeaprec cay U. $. ARMED Hence 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 (Yes. no. oF unknown} {It yes, give wor of dates of service) 
Unknown 2Uj34-0811 Hospitak records. 
3 18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b). ond (¢)-] INTERVAL BETWEEN 
<a 
5 
§ 
€ 


is certificate has been signed by the attending physician and completely filled in by the fune: 


| or attending physician. 


MEDICAL CERTIFICATION, 


for use os the burial-tronsit permit. 
the registrar priar to burial, cremation, ar remaval, and in any event within 72 haurs after, 


, 124 __,that | last saw the deceased 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death cer’ 


Fy $ alive on_- ee 1) ‘SM, fram the causes and an the date stated abave. 
£63 ADORESS (Street, city oF town, stote) DATE SIGNED 
55° 5a25=58 
e 
Bee 
ae f 
3°s | 
e228 i 
an 
£30 ‘M20. BURIAL, CREMATION, | 22b. DAJE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, of count Store] 
5 $ BEMOVAL (Speci y) (Store) y 
aD . 
e658 [Den 4 27/58 Yt. Mepe— Ce lee Pt © ohabrrd tes 
= coe DIRECTOR'S SIGhyATURE ADDRESS | the. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS A15 (4) 'C., [Se Uniherantte y, 
15M 10/57 ¢ Al» | oate . aN . 


RAT 2 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5570 CERTIFICATE OF DEATH 


Reg. Dist. Nb 


oy 4 
3 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Retidence before ogmission) 
8 0. CO 0) eres b. COUNTY 
= MANA OT FEI aa Aart CAL-CIE 
€ ° CIN OR TOWN {lf ounide corporate limit, wello |@ LENGIN OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote, limits, write RURAL ond give nearest town} 
3 34 RAL ond give peores! Jown) y 9 
r) J/g 
7 32 dr ELA LNA A MAL A yt AtAteravt hk £h f0 X% a 
= 2 2 |. NAME e OF Oe {IF not in hospital, give strfet oddress} d. STREET ADDRESS e. t$ RESIDENCE 
6 Ss OR INSTITUTION + ON A FARM? 
2 aS nil Vaseke? Maatasen! Ylttelate 80 NO 
° ec 
£6 3. NAME OF First ida 4. DATE ¥ 
a DECEASED. ee as OF ven OF = 
ees (Type or print) Ni ga Lh : Ss N DER DEATH As ) 19 SL 
= goo 5. SEX 4. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [-] |8- DATE GF BleTH 9. AGE (in yeoryf|IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= <5 Leaisiemdor Doys Min. 
sb ea WwW wipowen B~_divorceD ld; niA Ss yrs. Es 
a5 - 
SE Bz __ | 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSJNESS OR INDUSTRY | 11/ BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 98% . during most of working life, even if retired) f) 
3 oe 1Ae dat & 0 4 “4. 5A. 
g 23 
2 £85 (/ j} 
8 $e2 AK AAV TA LALA, __ A 
= 393 1S. tng DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURILYNO. [17. INFORMA ‘Address 
5 a E = Tes, hof‘or ynknown) (if yen, give wor ar dotet of tarvica) 4 y - 
Rares 1h a is. UAg.Allighed UietbtpenastD—y bua 
@ Ege 18. CAUSE OF DEATH [Enter only one couse per fine for (0), (b). ond (c}-] INTERVAL aphwveen, 
Sees cars PART |. DEATH WAS CAUSED BY: ee 
2 85 2 IMMESLAM Cag foL HL EERIENSIVE CARDIOVASCUKAR DESGEA é 
5 TRE Ht DuE TO 
> 
= B2> Conditions, if ony, which » Arteriosclerosis 
$s BES gove rite to immediote ant 
= eve es it 
s- sce cotse (0), stoting the under. = 
bec tying couse fost. i *, Senility 
8§c74 
Bo" FA Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)]19. WAS AUTOPSY 
oo 3 oo | (oN SERFORMED? 
= ae = 
wisss s ves] NO 
Fo vs © [200. ACCIDENT WAS_UNDERLYING 3 | 20b- DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port I of item VB.) 
e§ee° E ] OR CONTRIBUTING C1 CAUSE OF 
gee25 & |r etter: NOTIPY MEDICAL EXAMINER) 
Zssss & |20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20f. (Cify or town) (County) (Store) 
5.2 es 5 Hour 0. m. While Not while fentary Saliaelothce blogs, on 
Este 3 p.m. 19 Jot work [7] ot work [7] 
. 
9 56 5 
z = 21. | certify that | attended the deceased fram tt220. by, 19.___.,that | last saw the deceased 
= 4 o 
ba SR ® 
e- < 33 alive an_<_9-2 84 50P Mm, fram the causes and an the date stated abave. 
E =o Bo DATE SIGNED. 
<iGct ACTUAL 
eze as SIGNATURI 4.58 
eaRa 
22 a 35 PHYSICIAN'S tp 5 
Regie NAME (Type) Lawson, Jr, M.D Sykesville (Carroll County), Maryland 
= 3 
& Seo D Zo. BURIAL, CREMATION, | 22b. DATE THEREO) Zac. NAME OF CEMETERY ORGREWWARORT: Wd. LOCATION (City, Yorn, oF coun] (Store) 
2 SP os n, REMOVAL (Specify) SS 9 
ofoke Pitta 4 Lt Useren Cuclag a j 
“ae = 23. FUN} a, RS SIGNA ‘ADDRESS 2o. W e EGISTRAR Gseay. STRAy <A yATURE 
aes Lntherovkle onl 
aps if A A lM, 


death. After this 


h the registrar within 72 hour: 
id in by the funeral director, 


law requires that the death certificate be executed within 24 


INSTRUCTIONS 


The bottom copy may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed wit! 


TO ATTENDING pv Man OR HOSPITAL: The |: 


2 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Oo] ] 
aL CERTIFICATE OF DEATH 05564 
55 rel Reg. Dist. Now... 
1, PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 
county (" 4A-R R a) Zia Cpe MARYLAND. STATE county “FH za 
GUY eutsde cororae ins, writa RURAL TENGTH OF STAY Si Wobtide nae limitse-@rits RURAL and give nesres} town) 
TOWN TOWN 
ew eal, WAZ x Rm CURA L, LEST LS t_. 


PO} SIREET ADRESS | SZ SLSIIBL TIMOKE BLUR en S4SEA ‘TUMORE Lt, 


3. NAME OF (First) (Middla} (Lest) 4. oe (Month) (Day) (Year) 


treet” MYARGIRET HANNAH STOLKS DALE Beatn /f/, Mhy _¢ $8 


SEX 6 COLOR OR, | 7. “hae MARRIED, @. DATE OF BIRTH oy Le test birthdey |_IFUNDER TYEAR IF UNDER 24 HRS. 
i f yes 


WIDOWED, DIVORCED, 7; 
ue ay Va wiooweo, i y Za {6G 1 Months bg i nag Deys | Hours led 
o 24, 5 
Ob. on ee ESS | l. L Le ta of foraign 6 ah Vee cad WHAT 
HYPO Lo, M. ¥ 


10e. USUAL OCCUPATION (Giva kind of work | 
FO. 'S MAIDEN NAME 


dona during most of working life, nt 
relired|/ / a oa 
13, FATHER’S NAME [¥ 
nt; 
PUY ECL CLEP SVUTH SOL. 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17, INFORMANT - ADDRESS 
{Yas, no, of unk.) {1 Yes, give war o¢ dates of service) 


“ 


completely 


ertificate assembly should | be detached for use as_a burial transit permit. 


ONSET AND DEATH 


IMMEDIATE CAUSE a) Leonie 
ANTECEDENT CAUSE(s) DUE TO 
DISEASES OR CONDITIONS, IF ANY, (8) 
GIVING RISE TO THE ABOVE CAUSE 
sy UNDERLYING CAUSE LAST, OUE TO 
TS tae 
TT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 7+ 


TOWED Medes Pipe 5 
REESE OR CONDITION cata eel a x Ah. Ute a, 
Ne: DATE OF OPERATION 1b: hm FINDINGS OF OPERATION > 5 20,_AUTOPSY? 
Law BO -S e 2ceu » At MA Le 
) (County) {Steta) 


OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY sIreel, office bidg., elc.} 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month} (Dey} (Yaer) (Hour} 


Zia. ACCIDENT WAS UNDERLYING [} | 21b. PLACE ioe farm,’ fectory, ( | ‘le. WHERE DID INJURY OCCUR? (City dr tor 


a Beal OCCURRED 
Nol while 
at plies Oo at work Oo 


22. hk hersey certify that | attended the“deceased from... [heart ee ay 


21, HOW DID INJURY OCCUR? 


19.0..S...., to.. fate ie  9.1-8..., that | last saw the deceased 


certificate has been executed by the attending physician an: 


! e onal [Pb WWD. 4 and that death occurred ees Pm, from tHe causes and on the date stated above, 
z PP eae & I , / APPRESS Maree) city, lown, stata) DATE SIGNED 
8 | — Ale mA ery AOL a & fs 
B en 23, DEROVAL arc DATE THEREOF NAME OF SEETER LOCATION (City, lown, or county) {Steta) 
ed 4 Q o 4 
IOI WG, LSE FIMSLU G YTD FMR Md 
1247 REC'D BY REGISTRAR REGISTRAR'S SIGN URE, FUNERAL DIRECTOR'S SIGNATURE B 


DATE MAY 858 [\efod 2 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
5572 CERTIFICATE OF DEATH nos. oon.ne 15562 


1 AGE Hare 2 on STATE Dp (Where deceased lived. If institution: Residence before admission) 
* 4 Carroll marviano |} °°!" Maryland >. COUNTY Baltimore City 311 
b. CITY OR TOWN (If outside corporote fimits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) | 
& } RURAL ox ve neorest town) g = Baltimore ‘ 
2 esville days. va 
3 dé. pga. ial {tf not in haspital, give street address) d. STREET ADDRESS : e. Ble ee 
io 46 Springfield State Hospital, 817 W.Lombard St,Baltimore 1, Yes [] No PR 
5 3. NAME OF First Middle lost 4. DATE Month Se, Yeor 
= gis pion Roy Edgar Thomas DEATH May 25 19 98 
aD 
o 
2 


$. 


5. SEX 6. COLOR OR RACE |7. MARRIED JE] NEVER MARRIED [] | 8. DATE OF BIRTH ? AGE tin yeors if UNDER 1 YEAR| IF UNDER 24 HRS. 
ed ea 
ale White wipowen [] Divorced [J 62 6m015 13 mea ve 


100. bond oecueNos \c kind ry ork sons 10b. KIND OF BUSINESS INDUSTRY $11, BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retired) 
Norbh Caroline U.S Ae 


€ 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

8 Luther E,Thomas Hattie C.Kirkpatrick 
8 eet Ree Maa U.S. Gey ah TOPE SY 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
2 no ey 2))6=10=2153 Hospital records 

° 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c).] INTERVAL BETWEEN, 
years 


an CoTiaigoute cae Hypertensive heart diseases 
thi tie, gin ee ee 


Conditions, if ony, om o 


thot the death certificate be executed within 24 hours after death: Page 4 
Then pl 


gove rise to immediate 
couse (0), stoting the under. 
lying cause lost. 


Past WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION over IN PART Ifo) /19. ee pen 
Personality Pattern Disturbance, Inadequate personality OLd, e oO No PQ 
200, ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 ar Port I! af item 18.) 


‘OR CONTRIBUTING E) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ate has been signed by the attending physician and completely filled in by the funer 


e burial-transit permit. 


the registrar prior to burial, cremation, ar remaval, and in any event within 72 hours after 


I or attending physician. 


PHYSICIAN: The low requires 
MEDICAL CERTIFICATION 


$3 20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} {Stote) 
ve Hour a.m. While Not while foctory, street, office bldg., Peale 
i pom. Jat work [7] ot work 
5 = 
2 21. | certify that | attended the deceased fram_2™ £9 19.22, 10 6 neo that | last saw the deceased 
ae 3 alive on D225— tor 1998 -.-, and that death accurred a Oe SOR ey, fram the causes and an the date stated above. 
E a 5 3 /, we ADDRESS (Street, city or town, slote) DATE SIGNED 
syetz | fea Ageedier CL Udi foci. Springfield State Hospitel. 5n25n08 
Orsr fl oe eee? Per ae aL ae 
aes 8. PHYSICIAN'S 
fog? NaME (yee) “Agustin del Campo MeDe fens 
a8 Pd o Zc. NAME OF Ze, Z2d. LOCATION (City town, or county), (Ssate) 
~S5 5 RE MOV) Bpecifg 3 
£52 § ZL oy SE _lMny neu [2920 Dhrderiofe, YyC_ 
- - 


uf ee) NEAL DIRECTS an 2 ADORES: /, ‘240. REC'D BY REGISTRAR | 24b-REGISTRAR'S SIGNATU 
VS A15 (4) WR Yi WH ad: 7 ‘58 Cut ty 


ism 10/57, NY 


Jo Anti Va Hedin) vane MAY 2 7 Wa 2d 


1 
tease exe 


ith the registror prior to burial, cremotion, 


wii 


deny 


If any deloy is necessary 


etoined for your files. 


f 


File pages 1 


pencil in ttem 18. Give Poges 1, 2, ond 3 to the funeral 


ficate should be executed within 24 hours ofter death. 


Fdical Exominer’s Office olong with form PM3. Page 5 moy be r 
3 should be used os o buriol-tronsit permit. 


phe word “‘pending" 


INER: This certi 


forworded to the Chief 
TO FUNERAL DIRECTOR: Po: 


cute the certificote, writ 


& TO DEPUTY MEDICAL EX, 
or removol. 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
> MEDICAL EXAMINER’S CERTIFICATE OF DEATH 2 


2. USUAL RESIDENCE (Where deceased lived. IF Institution: Residence before odmitsion) 


1, PLACE OF DEATH ‘me 
@. COUNTY ¥, . 
CAF, Oss. aie ©. STATE Zi OVLP, ‘p>. COUNTY CARROLL. 
b. CITY OR TOWN if ouhids corporate min, write RURAL [c, LENGTH OF STAY IN Tb || ¢. CITY OR TOWN (If ovhide corporote limits, write RURAL ond give neorest town) 
‘ond give necreal town} 
WEST if Jhon 


U, L x LA _ SAIOCE 
¢. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give slreet oddress) 
ok TALE T 
First 


@. IS RESIDENCE 


ON. A FARM?, 
yes [] No a 


d, STREET ADDRESS 


/ ELGAR ST- 


3 NAME OF Middle Lost 1. DATE Month Doy Year 
(Type a print Wot J ERMOELENM mom AY 26 ws 

ie 6. COLOR OR RACE |7- MARRIED fel NEVER MARRIED oa 8. DATE OF BIRTH 9. AGE (9 yeors IFUNODER 1YEAR| IF UNDER 24 HRS. 

by i Doys Min. 
winowen(} _ oworceeo HT SLPT LP -S SSO | Fyn. 

Wa. USUAL OCCUPATION pone kind of work done} 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2, CITIZEN OF WHAT COUNTRY? 

during most of working life, even if retired) " y 
GLESMA Look Te DooR LUBRIVLEND 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


HEW. ULIERMAALEN _\ANNA Hb PERT 
tis 7 il lotetaiieced SOCIAL SECURITY NO. [17, INFORMANT 2. _ Adee NORBE 
Vo Alp-o$STANLUTHER LERIIBHLEN Atte BRIDCE 


18. eos a eee Pag, per line for (o}, (b), end {c}.) ee a 
ee MMEDIATE CAUSE (0) RR cCtLussond Day - 
Uy Ya) / DUE TO ~ 
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